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1. EXECUTIVE SUMMARY 

The Rural Health Motivator (RHM) is a key ciement in bringing 

primary health care (PHC) to rural people in Swaziland. In the 

past, they have not received their monthly government stipend for 

up to six months, which has had a totally demoralizing effect on 

their work. The operational objective of the Swaziland PRICOR 

study wits to identify the most appropriate ways of sustaining the 

l1M that would be dependable and promote community involvement in 

the PP.C program. 

The problem of sustaining the RHM was identified as having the 

following components:
 

- need for community participation 

- need for a strong supervisory system
 

- need for dependable compensation
 

The question of compensation took precedence over supervision
 

and training issues because it represented a gap in the overall 

efforts to implement the five year plan for strengthening the RHM
 

program.
 

The original objective of the study was modified after it wits 

determined that the skills of the RHM would have to be 

strengthened before communities would value the services enough to 

pity for them. The first objective wits then to define a set of 

skills within the capabilities of the RHM that were acceptable to 

the Ministry of Health (MOH) and that the community would be 

prepared to compensate the RHM for performing. The second 

objective wits to develop an appropriate compensation scheme. 

Several Operations Research (01) techniques were used in the 

problem analysis phase. A simple oval diagram wits used to describe 

the macro model of the P1C system. Then system definition diagrams 

were used to graphically represent the district medical. and public 

1ealth services and community support sub-systems. A crude system 
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definition diagram was also developed to identity constraints, 

inputs, processes, outputs, and outcomes. These models led 
to a
 

refinement of tile objective. 

The solution development phase wias characterized by the use of 

nominal group techniques and interactional matrices. A nationwide 
survey was used to elicit needed information which was 
unattainable in the literature. The survey focussed on four areas: 

1. utilization patterns of health care 

2. health expenditure 

3. wi.Ilingness of communities to support RHMs 

4. attitudes of RHMs 

This solution development phase survey revealed that 28% (n 

572) of the people surveyed indicated that they would be willing 
to support the RHM financially, while 64% said that they would be 
willing to contribute in-kind. The only factor found to be 
associated with willingness to support was geographi: area. 

A disturbing finding of this survey was that not one of the 31 
RHM; interviewed felt the community would be willitig to support 
them financially, mainly because they were already receiving a 
salary from the government. However, 50;., of the RHfs felt 

communities would be willing to give them in-kind support. 

-Tie survey also provided information in the types of activities 

conducted by HMis during homestead visits, Sixty-eight percent of 

all RHM activities cited by respondents related to environmental 

sanitation. Other preventive activities, such as nutrition and 
immunizations, accounted for 19,,,, 1317%
while of the activities were
 

related to curative or referral services. Among the RHMs, 85% said 
people came to them for assistance, usually first aid or curative
 

services.
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Interactional matrices were used to determine what current or 
p tential RHM activities should be strengthened. In addition, 
these matrices provided the rationale and design for the field 
test phase of tile pro joct. 

Tile matrix results, in combi:ration with discussions with MOH 
officials determined that the P1tC skills of oralimmunizations, 

rehydrat ion therapy (ORT) 
 and the iitroduction of growth 
monitoring should be emphasized. A matrix wits again used to 
address the issue of support. Prepayment for services was 
determined to be most appropriate form of compensation for the 
Swaziland RHMs. The specific form of prepayment was not specified; 
rather, it "was decided that the resuIts of tie field test might 
indicate the most appropriate method. 

The non-experimental field test was conducted in a single 
cheiftaincy duration 6.5for a of months. The criteria for 
selection included the existence of a local health committee, and 
a traditional leader, cliniccommunity local nurse and district 
Nurse Supervisor who were .,;upportive of the project goals. 

The field test was inititated through a series of meetings with 
traditional community leaders, a general community meeting and a 
two day training course for the 8 RHMs. Monitoring consisted of a 
monthly meeting with the RHMs and periodic meetings with the 
traditional community leaders. Evaluation of the field test was 
accomplished using a survey of tile study andcommunity interviews 
with 1UMs and community leaders. 

Tlre field test evaluation ,;urvey revealed that the PtC ski]s 
training for the RH.IMs had served to broaden the community's 
perception of the role of the RUM in rlation to chidrns health. 
It was found that tile RHM wits perceived to be tile primary source 
of information on ORT by respondents. In addition, mothers 
comp lied well when their child was referred by the RUM for 
immun i za t ion. 
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Tile nowly it tod U'ed ,rowt h men i to,'ing ski 11, were we I 

received by the community and the Rll.ls. Seven of tile eight RHMs 

were found to be proficient at performing growth monitoring on tile 

homesteads. The evaluation survey revealed that they were quite 

active within the community at performing this skill. 

The RHM support scheme chosen by the community involved the 

donation of communal land and ag'icultural labor towards the 

production of itcrop to be 2ihen to the MINs. The cozmmunity 

indicated that the RHIs could then sell the crop, and thus receive 

an indirect form of' financial support. 

This plan did not reach fruition during the course of the field 

rest. The land was designated, but it was prepared too late in the 

growing season to a Il ow for a reasonable chance of success. 

Community organization is such that the traditional comtun ity 

leader has the sole power and responsibility within the community 

to call on the people to perform civic duties such as the 

agricultural labor involved in the RHI support scheme. The 

traditional commtunity leader in the field test area was physically 

absent during rhe period in which the fieLd was to be prepared. 

Thus, the availability of' this key individual can be the pivotal 

variable to such projects.
 

Recommendations to the MIOHarising from this study include the 

following:
 

.	 RH.Ms should be trained to perform growth monitoring on 

a homestead level. This should be accomplished by: 

a. 	 Development of a curriculum to introduce the 

theory and practice of growth monitoring tj 

RIIMs. Locally produced materials avatilabl': in 

English should be translated into SiSwati for 

this purpose.
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b. 	 Developing a protocol, to be given to RHMs 

performing growth monitoring to clearly define 

the criteria for identifying the child who must 

be referred because of fal tering growth. The 

referral site must be clearly stUed, i.e. local 

clinic, regional hospital, etc. 

c. 	 Conducting intensive training courses to be 

given to currently practicing RHIs using the 

curriculum developed to introduce growth 

monitoring. The course should be a minimum of 3 

days in duration and the local rural clinic 

nurse should be actively involved as a trainer. 

Portable hanging scales and a supply for child 

growth cards should be issued to the RHMs at the 

conclusion of the course. 

d. 	 A follow-up to be performed by the local rural 

clinic nurse who was involved in the training 

session. She sho4ld provide supervision of
 

proficiency at growth monitoring performed by 

the RHMs within the clinic setting. Periodic 

in-service sessions 
on growth monitoring should
 

be offered to trained RHMs. 

2. RHM in-service training schedules should be revised so as to
 

emphasize the PHC skills of immunizations and ORT. 

3. The Public liea : Unit (PHU) should pursue further efforts 

to generate imprnved community support for RHMs. These 

efforts should include: 

a. 	 Encouraging communities to devise their own, locally­

appropriate forms of' RHM co.apen sati on. Schemes 

involving in-kind in-cashor contributions should not 

b, pursued at this time. 
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b. Considering ways to make 1IlM spouses more aware and 

supportive of the tIx activities, in aln effort to 

improve job satisf;iction. The PHl' could accomplish 

this by including the spouses in graduation and in­

service sessions, as well as any community meetings 

which deal with the RHM. 

c. Increasing efforts to inform the traditionalI leadership 

of, and to involve them in, PHU and RHlMactivities in 

their comniunities. The traditiolna community leader 

must play a pivotal role in any community based effort 

to sustain the RH.s. Not merely their approval but 

their active participation is prerequisite to any 

proposed RHM support scheme. This participation could 

best be obtained by' holding seminars for traditional 

community leaders and their deputies. The purpose of 

these seminars should be to sensitize them to the 

contributions the RHM makes to the community, her role 

in the delivery of primary health care and the need 

for community involvement to facilitate that role. 

Only after such seminars have been held should further 

efforts to establish community based support schemes 

be pursued. 
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2. BACKGROUND
 

The Kingdom of Swa:iland is a smal., land-locked country bordered on 
three sides by the Republic of South Africa and on the fourth side by 
Mozambique. In addition to being one of the smallest countries in 
Africa, it has a small poputlation, 404,306 in 1076. But this population 
is grouing at a rate of 3.4" per annum one of tile hilhest rates in 
Africa and by the year 2000 it will have doubled. In 19S3, it was 
estimated at 046,010. While the urban population is growing at a faster 
rate tian the rural one due to internal migration, a majority of the 
people still live in rural aeas (QS"). Only six population centers of 
over 2,000 people existed in 1975. Villages or groups of hous:es 
clustered around a water source or school, etc. are rare. Rural people 
tend to Live in individual family homesteads which are widely scattered 
and can be quite far from health facilities or public transport. 
Locating health facilities so as to serve tile greatest number of people 
has been a pe'sistent problem t'oi' the Ministry of Health (MOH). Because 
of this lack of population centers, no matter where clinics are placed, 
people must travel long distances, often on foot, to get health care. 
This is a partict ila' hardship on women who have to physically car'ry a 
baby on their backs and lead another one or two by the hand all] the way 
to the clinic. "ifty percent of the Swazi population is less than 15 and 
the fertility rate is 6.0 so it is very common to see women with several 
young children. Because of tt,. difficulties, there is Little 
mot ivat ion to visit the clinic for preventive care which does not have 
tle same priority as curative care. The target population of this study 
was the rural popularion, ma in ly women and chi ldren who because of tile 
ceoraph ic patt orn of i vi ng have less access to primary health care 

hmit people in) More tribani al'eS. 

The health problems of Sw:i:iland are similar to those of' many Other 
African count rios. According to the 19S2 Annual. Report of tile MOH (1), 
the leadinc causes of morbidity and mortality w,:'e (based on inpatient 

data I 
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I . G]as t ro.-onl I ort r W, 

2. Injiries 

3. Obstetrical complications 

4. Respiratory illness 

5. Tuberculosis 

In addition to diagnoses reported by clinics and hospitals, an 
assessment of health problems must also areasinclude -dentified by the 
AOM local community leaders and community members. These priorities 

ofttn determine the success or failure of a project. 

The M10 has identified the following its priority health problems (2): 

- an infant mortality rate of 156/1000 
- 60, of children who die under tile age of 14 due to poor 

environmental sanitation and uiclean water 
- diarrheal disease as the leading cause of death in 

children less than 14 
- many other deaths i.e. TlH, measles that could be 

prevented by immunization. 

On the basis of the above needs assessment, the MOH set two 
objectives in its most recent five year plan (3): 

1. 	 to reduce infant and child mortality and morbidity with 
special emphasis on diarrhea) diseases, mal.nutrition and 

diseases preventable by immunization 

2. 	 to provide services which contribute towards an increase it) 
child spacing and moderation in rate of population growth. 

Health problems identified by local. community leaders in recenta 

survey (4): 
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1. Lack of safe drin, ing water 

2. Lack of a clinic 

3. Lack of transportation or access to a clinic 

4. Cholera and diarrheal disease 

5. Coughing and tuberculosis. 

In the same survey, health problems identified by heads of homesteads 

were: 

I. Stomach ache 

2. 	 Colds. fLue, sore throat and malaria
 

. Headache
 

. lirty water or lack of water
 

5. Lack of latrines. 

The health care system consists of five hospitals and public health 
centers and 34 rural clinics. All facilities offer curative services. 
Hlealth centers and clinics offer preventive services as well, i.e. MCll 
and family planning. Tile rural health nurse is the main provider of 
primary hea lth care in thk rural area. She is assisted by mobile teams 
of nutses who conduct monthly mobile clinics; Health Assistants who 

concentrate on environmental sanitation and meat inspection and the 
Rural Hlealth .Motivator (RHM). RHMs are community health workers 
responsible for moti'ating teaching and referring communities in the 

following areas: 

A. 	 Sani tation: by moti vating and teaching families about the 

importance of latrines and then referrinc motivated c lients 

to lea lth 	.ssistants for assistance. 

II. 	 Maternal ind Child lealth: They identify clients such as 

pregniant mothers and chi Idren. motivate them on tile 
uti li:at ion of heal th services as well as immunization 

agitinst the common preventable diseases and nutritional. 

problems. They also help clients by advising them on family 

p lann i ti. 
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Coordi-ntion: They form a coordtnating link with other 
agencies such as agrieulture by motivating families to 
utilize poultry schemes, fisheries and improved Agricultural. 
methods, as well as home economics activities and other 

developmental ,>genctis. 

D. 	 First Aid: They al so provide first aid and assist in 
emergency home deliveries. 

E. 	 ORT and Contraception: Their duties have recently been 
expanded 	 to include dispensing oral rehydration salts on a 
recurring basis as wel.l as condoms and foams. (A detailed 

.job description is in Appendix 1). 

The RHM is selected by the conmmunity according to the following 

criteria (5): 

a. persons of either sex 25-45 years 

b. married 

c. respected by the community 

d. responsible for his/her own work 
e. literate enough to fill out monthly reports 
f. able to communicate easily with other community workers
 

g. has a knowledge of common health problems 	 facing the community. 

After selection they undergo a 12 week training course conducted by 
the Ministry in the rural area. The course covers a broad spectrum of 
public health and first aid: 

Health education 6 days

MCHilF/home deli very 
 13 days

nutrition, home economics/agriculture 
 8 days
first aid 
 5 days
environmental sanitation 
 4 days
communicable diseases 
 7 days
mental, health and illness 
 2 days

adult literacy 
 I day

community development/women in development 
 I day

administrative matters and testing 
 3 days
return of RItMs to catchment areas 4 days
 

55 ays
 
(11 wks)
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An additional week has been added because the original schedule was 

found to be too short. During the training the RHMs live at the training 

site. 

After training the RHls return to their original areas. They are 
given a kit containing bandages for wounds, wound medicine, burn 

medicine, anti-malaria tablets, pain killers, OHS, arm bands for 
measuring malnutrition, ineasuring tapes for latrines and :;tatistical 

forms. Some have received maternity kits for home delivery. 

The RHMs are assigned 30-40 homesteads to visit. Sometimes this is 

done formalLy by the chief; other times informally among the RHMs 

themselves. Ideally each homestead should be visited once a month. The 

work is considered part-time, approximately 2: days per week (10 days 

per month). RHMs should visit three or four homesteads per day. The RHM 
receives E20/month from the government. This is not regarded as wages 

but a stipend to assist them in their work. These workers are regarded 

as volunteers by the government. 

3. STUDY PURPOSE
 

The operational. problem examined was how to sustain the Rural Health 

Motivators. Au evaluation of the RHM program done in 19 1 (6) found that 
the program had had a minimal impact on the construction of pit 

ltrines, protected springs, and knowledge of health was not influenced 

by Hs. In a subsequent survey in 19S2, Green (7) found that RlMs had 

had no effect on respondents boi ling of drinking water, environmental 

knowleddcc behiavior quest ioens. He did suames tlhat there was a sl.ight 

impIt conp red to the car I ier eva I Iauatiou but t hat it was st i I not 

ansimi icant. 

Bi sed oil tht first evaluation, Thompson (S ) identified two major 

prob lems: 
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of tIIn i ty pitt sIupport- adcI'k o'mflfl i C i patI. Oil it 

- lack of a strong supervisory system 

Recommendations were made and accepted by the Ministry to deal with 

these issues. The question of compensation was not focussed on because 

government anticipated no difficulty in supporting the Rlfs and felt 

that communities could not a fford to subsidize the RHIs. It was 

sufficient that communities were motivated to accept the program without 

havin, to assume another f inancial burden before seeing results. There 

has been more concern expressed recently on the issue of compensation. 

RHV s have recei ved to increase since the start of the program in 1976 

and "2. j" of the RHls felt tha t the present st i pend wis not enough. So 

while there has been concern about communi ty f'inanci ng, no ptan has been 
offered. While the government seems committed to minimal support, there
 

is little likelihood of an increase. During the last six months of 19Q, 

there was a complete b'eakdown of the payment system. This had a total-ly 

demora I i-znc elffct on miny of tle RHts. Although this financial 

bi'eakdown was due to a rechnicality that was eventualLy resolved, it 

showed how tenuous the funding of the program wits and how important 

financial support is to its success. 

Tite objectives of tite originatl study were to develop the most 

appropriate wag' of sustaining the Rt.lin their current activities. In 

tle conurse of tite study, we found that the skills of the RHM would have 

to be st rengthened before communities would value the services enough to 

pay for them. So tite final objective was filst to define a set of skils 

within the capabilities of the Mt that were acceptable to the MOH and 

thiat the community would be prepared to compensate tite RH, for. Second 

to develop ai a pprop'iate competsationt scheme. 
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4. METHODOLOGY 

4.1 Problem Analysis
 

The original operational problem was suggested by tile MOH. Partially 

in response to the crisis in payment of the RHM that existed at the time 
the study was being developed but also because it complemented work 
being done by other groups. 

Much work is already being done in an effort to sustain the RHMs. 
Health committees are being set up at each clinic to assist in its 
operation; seminars are being held for chiefs and traditional healers to 
inform and involve them more closely inl health matters; funds are being 
established to build clinics and water systems. In fact, a great deal of 

effort is already going into mobilizing the community to take greater 
responsibility for their local health needs. In the RHM program, it is 
taking the form of community input in the sele Idon, tia ning and role 
identification of the UMs. Community leaders have also been encouraged 
to start thinking of ways te support the work of the RHM, both formal 
compensation and informal assistance in problem solving. 

The issue of supervision has also been recognized by the Ministry and 
a new cadre of Nursing Supervisors has been appointed in an attempt to 
decentralize health care administration and improve primary health care. 
One of the duties of the Nursing Supervisor is to oversee the work of 

the RIIM. 

The training curriculum was also recently revised, in IQl , to make 

tile IlIN more responsive t o the comnmun t i s ' iteods. The tra ining was 
i rcI sed by severaI weeks and Rlls were a I I owed to dispense cough 

mixt rs OS . ion-medical cti'aOIltcept i yes andc perlo r1 emergency home 

del iverieo. 

The rea son le qluestI ion of compensat ion took precedence in]this study 

wis due to lhe existinc, crisis and it represented i cgap ill overall 

efforts to implement the rive year planl for stmenathellinli the IIl 

program. It ai.so I't-piesent ed I specific task tlhaIthe communiit ies could 

become involved in that miiiitr emema t e firther interest ini file other 
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activitives of the RHMs, in supervision of' those activities to ensure 
maximum benefit and in improving tile overal level of primary health 
care in the area. 

In the process of analyzing the problem, the first step was building 
a model of the primary health care (PHC) thesystem and then examining 

various relevant subsystems. A simple oval 
 diagram was used to describe 
the macro model of a primary health care system and two subsystems. 
These diagrams showed the structure of the PHO system; the components of 
the system, the areas of responsibility and their inter-relationships. A 
crude system definition diagram wa s also developed to identify 
constraints, inputs, processes, outputs and outcomes. This Ied to a 
refinement in the objective. At this time we were still only looking at 
ways of sustaining the RHM. We felt that any scheme would have to take 
into account the following: 

- the expectations and role of the community
 
- the expectations and role of the RHM
 
- the sustainability, of the system 

- the nature of community involvement 
- the encouragement of both curative and preventive services to 

meet the needs of the community as defined by the community and 
health professionals. 

4.2 Solution Development
 

The first step in tile phase of solution development was the
 
identi ficati on of constraints and 
 decision variables. The basic 
constraints were identified from the system definition diagram and were 
expanded from our reviow of tho literature, see Appendix 2. In addition 
to the literature, nominal ,geroup methods were relied on to elicit 
opinions and ideas on types or support systems for the RM and decision 
variables relhated to them. 

The initial list of constraints was extensive so in order to exclude 
those not relevant to the project a mat rix was used matching each 
constraint with the objectives of the study. 
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Again nominal group methods were relied on to identify decision 

variables: 

1. the type of support system, i.e. cash, in-kind or labor or 
combination. 

2. modification to the duties of tile RHM to make them more 
effective (added at a later stage) 

Once we deter mined what data was needed, we again used matrices to 
determine the best source of the information: from literature or 
surveys. Da ta not avail able from the literlature wits collected through 
surveys of rural homesteads aid health workers. The survey focusses on 

four areas: 

1. utilizat ion patterns of health care 

2. healIth expenditure 
3. willingness of communities to support RHMs 

4. attitudes of RlIMs 

Five hund red and seventy-two randomly selected homestead.N were 
contac t ed i n 14 di fferent li ets' a res cover itr- fouri adm tit rat i ve 
districts durring September and OctoberI 104 . In addition ,31 RHMs were 
inteiviewed From eleven di ffeent chiefs' areas. Tile survey data was 
analyzed using standard statistical techniques in order to fill the 
information gaps identified in tre matrix. 

Nomi n I ,group methods were used to aither information from MtOH 
personnel on ypes of support systems and modifications to the duties of 
the RHMI. This informa tion was categorized using matrices and scored and 
the methods were ranked and rated according to different constraints. 
Marry solutions were elimina ted because one group or amother vetoed them 
unconditiona lly. The best solutions will be presented to the community 
selected for the field test. Again it nominal group technique wil. be 
used at it meeting of at community or just community leaders to make tile 
final decision of which alternative is the most appropriate for that 

area. 
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Only a crude sensitivity analysis was used to determine the 

prepayment fee to be included in the alternative suggesting cost 
contribution. Comparisons were made with minimum wage scales and other 

income generat ing activities in the rurl areas to determine the amount 
of supplemental income needed. We also examined other community funds 
collected in the rural areas to determine what homesteads are currently 
paying. We arrived at a compromise between what the RHMs desired and 

what communities might be expected to contribute. 

4.3 Solution Validation
 

A six month field test was performed to validate the solutions 

arrived at durin.t the second phase. These solutions purposed to 
reinforce three of the RHis' PliC skills and to present several 
al ternat ive prepayment schemes to the community for sustaining the RIM. 

The final choice of method for sustaining the RHM was to be left to the 
community in which the field test was being conducted. 

A non-experimenta l study design was used in order to determine if the 
solutions reached wonld be workable given certain conditions. These 
conditions were determined from the research as being necessary before 
the question of comiuni ty support could be considered. Communities in 
Swidiland differ widely in their level of community organization and in 
their willinness to undertake community self-help schemes. Local nurses 

also differ inrtheir cnthusiasm and interest for tire RIt. program. The 

field est area was ,.elected to miximize the possibility of success and 

to demonst i e tha t i I it Iall commrnii iiesc irrOsntn der'ta ke surch sclieies 

at pieent . suc -e, cor ld be po sible under specific conditions. 

Imp er .nt, r i on of the I reld te.st wa. dceorrip is.hd by a series of 

trieot i i, with i i'th rddi io al communa ityv I hleder,in this case the inriterimn 

chief (jldvy n ) .irl hnlicorrik il of elder's, arid a _eneoral commrnlurnity 

Me 01 1 ,hie e til e arid object ires were Tirepi ,. ,'Joct ii> introduced. 

r 0rrlto e'e, Oot Ni'J' , 1<i , WiSs ac ompSirsired by hold irrz a two day 

'elic h , ,,o r>e for the ci ci! ltii'Isii1 tihe field test coiniinrr ity. 

Immu ]: rIIi r ii, rihid 'i i Iin t hera py i rrf'ormiit i onr was rev iewed and 

I t lk're '"y iad prae icec iolI mion r t oii nr- was ced. tIreof' h i titrod Ar end 
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of the session. tile RHMs were issued po;'table hangirwh scale.s and asked 
to perform growth monitoring for children under 2 years old on the 

homesteads. 

Once tile field test was in place it was monitored by monthly meetings 
with the RHMs and periodic discussions with the community leaders and 
the local clinic nurse. Visits were made to homesteads with each 111*1 to 
assess the level of competence with which they performed the task of 

growth monitoring. 

The evaluation of the field test wits performed using a random sample 
from each RIHMarea (in view to the RIHMs area heterogeneity) and 
interviews with the RHMs and traditional leaders. The survey data was 
analyzed using standard statistical techniques. 

4.4 Time Table 

original actual
 
Original Ta;ks time schedule time 
 schedule 

Preparation 2 weeks 4 weeks 

Phase I
 

Review of Literature 4 weeks 4 weeks
 

Instrunment development
 

and pre test 4 weeks 12 weeks '
 

Schedule and conduct
 

meet iligS of ut'VtV des i en 2 weeks 3 weeks
 
ni ti co II oct ion 
 12 weeks weeks 
Pata arna lys i s % weeks 20 weeks 

Reports and met ies wit h 

various stutdy ,eroups 3 weeks weeks2 

Continued: 
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Phase 1I 

Identity solutions 2 weeks 2 weeks
 

Identify and col.lect 

additional data 2 weeks --

Finalize alternative 

solutions 4 weeks 5 weeks 

Conduct community meetings 8 weeks --

Assessment and Evaluation 

findings 2 weeks 3 weeks 

Conduct meetings with 

decision makers 1 week 2 weeks 

Phase III 

Field test 9 months 7 months; ' , ' , 

Evaluation 2 weeks 3 weeks 

Finpl Report 9 weeks 9 weeks 

Delay due to change in one of the co-principal 

investigators.
 

Delays due to disruptions at the University. 

Delty due to change in one of the co-principal 

investigators. A 2 month no-cost time extension was granted. 
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5. RESULTS
 

5.I. Problem Analysis
 

Diagram I shows a macro model of a primary health care system. As 
seen in the diagram, the JHD is responsible to both the modern and 
traditional sector of government and within the modern or ministerial 
system to both the curative (district medical services) and preventive 
sectors (district public health services). The IHD is therefore an 
outreach worker who can be called on by the community or the Ministry to 
do health related jobs requiring visits to homesteads or organizing 
community action. Their success depends on the support and contact they 
have with the two sectors of government. 

Diagram 2 and Diagram 3 look at these two subsystems, the ministerial 
and community, in relation to the IIH program. The Public Health Units 
have the major responsibility and their links with the RHM are also the 
strongest. They are responsible for: 

- overall administration of the project
 

- selection ot new areas
 

- conducting training courses
 

- payment
 

- collecting and reviewing statistics forms 

- sometimes distributing drugs, etc. 

- minimal supervision
 

- in-service training
 

- problem solving.
 

The local clinic is responsible for:
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sometimes distributing drugs, etc.
 

somerimes giving in-service training.
 

One of the clear problems in the system is the weak link between the 

local clinic nurse and the RHM. The demands on the clinic nurse for both 

preventive and curative services prevent her from devoting time to the 

RHM program. This area will be discussed in more detail under solution 

development because it is an obvious constraint in the system. 
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Diagrum I 
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Lliagrom 2 
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COMMODITY 
DISTRIBUTION
 

CLINICS T 
DISTRICT 

SERVICES
 
SUPERSISSIN
 

PROBLEM-SOLVING 

REVIEWS tRHM 

~STATISTICS -'-''-ACTIVITIES 
AND FORMS 

TRAINING 

COURSE
 

DISTRCTHELTHPBICPAYMENT
 

HEALTHE 
 SELECT ION
 
SERVICESOF 
 NEW 

RHM AREAS 

ADMINISTRATION 

-22 ­



2C OM _MU M rY .S3U fPf0Q T SU B _M-SYST__EE 
NONE 


PUBLIC 

HEALTH 


WORKSHOPS 

t~ 


OMUIY COMMUINITYCOMM IICOMMUNITYNITY PkcEPARAT ION I HEALTH 


COMTTE 

MASS 


DFVtL{!PMENF
 

0: -:RITERI I 

OF RUMS TRAININ 
,
 

I'TASK I
 

PRIORITY L
 

HEALTH r
 

\ ~ .URS: / 

/SU PERV ISORSUEVORCMUNT
RLTOSI ~ 

WITH THE UPR 
SYSTE
 

IACTIVITIEII STATISTIC 
L I " AN D RECOR 

COMMUNITY I _ i 

(see sub-system ASSIST IN I
 
model 3) ORGANIZINGI
 

melo a,) & MOB IL IZING 
THE 

OTHER FORMS OFI/PARTICIPANTSL-- SSS I./ 
/ I I PROBLEM I
- ' iSOLVINGr 



Diagran 3 describes the communities re-lationship to the RtIH program. 
It is important to emphasize again that communities don't exist in 
Swaziland as in other countries. Community organizations and self- help 

schemes are very recent innovations and have had varying degrees of 

success. They have generally focussed on construction projects such as 

building schools, sheds. clinics, water s;"stems or markets. Establishing 

community responsibility for the maintenance of a system has been very 

difficult. The system described in Diagram 3 exists in only a few areas 

where health committeem are functioning. In areas without committees, 

the chief or" his delegate is the major force. Tile Public Health Unit 

works together with the chiefs and local health committees to: 

- develop criteria for the selection of RHMs 

- define priority health problems 

- define the supervisory relationship 

The communities actually select the RHMs, develop community support
 

schemes and develop other forms of participation. All these areas are 

necessary for' a sustainable community support system. The Public Health 

Unit has been very active working with local communities, leaders, and 

traditional healers to explain tire importance of PHC and the RHM 

program. Mass med ia carmpaigns have al so been Ilariched promoting PHC. The 

area that seems weak is the follow-up of the activities of the Public 

Health Unit and the Hlealth Education Centrc in working with communities 

to dovelop ways that communities can participate more fully in the 

pr'ogram and take rmor'e responsibility for' its administration. 

Diaivr'amr 4 looks at the components of a community support system. Two 

major determinants of the system are the ability of people to pay and 

their willingness. Each of these has certain constraints associated with 

it. Economic factors such as homestead income or production effect the 

actual Irbi lity of the homestead to pay. Other constraints include 

administrative factors like the existence of' committees to collect or 

organize support, and literacy or accounting experience if money 

management is involved. An individual's willingness to pay may depend on 

health status, cultural factors, social factors, value of pirceived 

benefits, availability of heal'h services and preference for certain 
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prov iders or S;rV ice. . The actual proceis We are examining is the 

col ect ion or organizat ion of support which Itiads to an out put of 

support and the onutcome is it sustainable support system that can be 

operated by the community. 

5.2 Solution Development
 

As described in the sect ion on methodology, a list of possible 
constratints on the range of feasible solutions was compiled. Data on 

these variables was collected from four sources: literature, rural. 

homesteads, the RHM and the chiefs. The results of the research will be 

presented in accordance with this list. 

A. Gcog raphic"Diemoaraphic Constraints 

The major constraint in this area is the spatial distribution of the 

population. The rural Swazi population tends to be thinly spread over a 

wide georaphic region with very few population centers. The Swazi 

iovernment is placing emphasis on the creation of rural communities in 

order to facilitate the provision of social services. At the present 

time access to health care is restricted by the distance people must 

travel to a cl inic or hospital. This also presents a problem for the RHM 

who must walk long distances to cover her 30-40 homesteads. 

The general demographic patterns in Swazi land are similar to many 

developing countries. Fifty percent of the population is below the age 

of 15. In our survey we found the aver'age size of the homestead was 8.60 
with ti average of 2.4 children under the age of j. While extended 

families are co he"noin the rural areas, we found only 1.2 households per 

homestead. 

1. General I Infrastructure 

The bu.s is the most common means of transportat ion. Good 

transportation links the larger cities: remoter areas generally have one 

or two buses per day. Because of the distribution of the homesteads, 
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mary homestead s are several kilometers from a bus stop. Access to health 
care is often constrained by t he schedule of tile bus transportation 

which also adds to the cost of it health visit. 

C. Health Status 

Approximately 50' of the homesteads interviewed in the survey had at 

least one member who sought health care in the four weeks prior to the 

survey. The average was 1.03 visits per homestead per month. Of 

homesteads seeking care tie fimjor healItih comnllIa ints on the most recent 

encounter were: 

TABLE I
 

DISTRIBUTION OF DISEASES REPORTED BY
 
ADULTS AND CHILDREN: SEPT-OCT 19,4
 

Percent of 
Compla i nt respondents ch iId ren 

Respiratory infections 17.5 25.4 
Stomach problems :6.7 12.0 
Diarrhea and vemi tt ing 2.1 20.7 
Urinary problems 8.4 1.4 
Childbirth and complications S 
Meas Ies 12.4 
Other diseases 34.6 15.8 
Siazns and symptoms 33.1 13.6 

A recent nutritional survey , 1W',3 has revealed that approximately 30, 

of children tnder 5 are stunted and I are wasted. The situation was 

similar lhrou-hiout the country. One group identified as at higher risk 

of mlt IItt, tr it ion was clhi Id ret o' wean iIg,age 1 -24 1months . The report 

mentioned early, weani , practices and poor nitrit ionil weaning foods as 

factors. 

1)& E Cmutltural and Social Factors 

In the survey we asked which type of heal th provider wits most 

recently visited.
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TA13LE 2 

DISTRIBUTION OF VISITS MADE TO HEALTH PROVIHERS IN 

A FOUR WEE'K PERIOD 

Provider Clii Id Adul t Total 
No No " No

Government Nurse 162 64. I90 55.9 ,352 59.7 
Mission Nurse 56 22.4 49 14.4 105 17.8 
Traditional Healer 13 5.2 46 1,3.5 59 10.0 
Government Doctor I1 4.4 ,23 6.S 34 5. s 

Mis."ion Doctor 6 2.4 4 1.2 10 1.7 
,Private Doctor 2 0. 2 8.2 ,30 5.1
 

TOTAL 250 100.0 340 100.0 590 100.0
 

As seen in the above table, the government nurse was visited most 
often by both aduIlts and clildrer (50. Ti) , followed by the mission nurse 
(17. .'). Together they account for 77' of visits to healith pr'oviders. 
Th's is followed by doctor visits (1,'3.) and lastly visits to traditional 

healers (I O"(). 

The distribution of visits of children anc adults is different. 
Children ar'e attended more often by a nurse, 871" versus 70'1 for' adul-ts. 
Adults tend to prefer doctors and traditional Ihealers. 

When the ut i ization pattern i:; examined by sector, government 
facilities account for 6057' of the visits followed by the mission sector 
with 10" of the visits, Diagram 5. 

Diavram 5 

DISTRIBUTION OF PERSONS BY 
 DISTRIBUTION OF PERSONS BY
 

HEALTH PROVIDER VISITED 
 SECTOR OF HEALTH SERVICES USED
 
Sept-Oct, 1984 
 Sept-Oct, 1984
 

- Doctor (13) 

Gtional

.ov't (1% 

Y' Pivate---- ----------- _ 
(SO
 

Nurse . 
(77%) i-
1slon 

( 28%) 
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Children il ,\e,' r e 'V\'Irn ent Wi IIit iv, mor e thain adul th. 60 vei su, 
4 1 . Adults, on 11e other hind, had i'arertei lit i zit i of ,rer'i'ce in 

th tird it iolla I and pliv.ito SOCtozl. 

Wie a Iso looked it the type. of' coiiplaints, reported by rOspri'tlie Odnt 

and the typt, of Neivices sonuht. The di.stribution of complaintus was very 

simi lil between those visit in! tiid it ioni I hea lers and those visit in
 

do ct ois and nurses. It did 
appear thit miny autte infect ions compliint,, 
such is colds, flue. sore tiilit , diaiirheai were seen by doctois nrises 

iore ch 'onic unspecified complaints were seen by t iadit ionI ealers 

such as aenei',al aches and pains ITable 3. 

TAILIE 

1ISTR I iT I ON OF I I+SISE'S l:POITE) 11Y TYPE O1FI)tVP I RI 
VISITiE ADLT AND CIIILD VISITS COMIIINED. SEPT-OCT. i0t)4 

CONDITION No. Trad it i ona I Doctor Nurse 
llea Ier 

St eomach AchIe . Voim itt in . 
liiest iou 144 11.3 13-,3 

T. ii. . ion'hi it is. Chest 
prob Iem,, 72 8.1 6.5 

irinani . STD. Bladder 50 3.2 4.7 
'h d i rth. Preiiiincv 

PCI ivery 41 ,.2 3.8 

Iniurie, . A' ideits, etc. 42 3.2 3.9 

Ive',. iir'. Month 46 4.' 4.2 

othr 247 17.7 23.3 

Cod,. Fill. S r'e Throat 135 1.6 13.1 

1)iirhea atid \omit tint, II1 3.2 10.8 

lo int pr ill, Rh euiia isi. 
liac .\ih" 25 9.7 1.8 

h i, Pai iitfnl B 41iiody 16. I ,).O 

Ot her S i rid 1,2 17 . S I .,aun Syiipt ONs 
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In tihe sn'vey we al so asked hoe.wstoads in RU ivlarelt thoira bott 

willingness to support to
the RHM, 2%" of the respondents were prepared 
support the RUM financially and (i4" in-kind. A disturbinaa factor was 

that not one of the,31 RIIMs intrvivewed felt tIit the commun ity would be 

will inc to SlppOrt thIem finnc iilly, ma inly because they Were iea,,a ded 

as a I ready oarn in,-"a 'a I ar'y from the zover'ltrilallt. li ftyv percent of the 

hlMs felt communities would be hikiia to ,eiave enumi in-kind support and 

in fact those IllMs wore allready ree i vin food and voeetnbles. Only 5 
chief', were irterviewed. One was unconditionaIly in fave'O of finianci al 

support. one was willin,. to provide support if tie IffHMs were properly 
Nuper'ised: tie other thlree were cato!!o ricaIlv opposed to it. 

The da ta from homeetoads ws further anaItlyzed to deternmine if' there 

Wore anty factors Isocid ted with tlte wi I ilinte,ss to support. The ooly 

factor identified was ceoa altphic area. Other factors itet atssociatod with 

wi Illreness to support were: date of most recent RH. visit, mean amount 

spent etl heailth cal'e t int O I red to t ia vol to ia clinic, aIve rage 
wa it iit I time. type of provider (doctor.nuise) , sector of hea Ith services 

Ilast lsed (oovernt' ent , mission, private), c aidct i%it iOs services
 

performed by tle RIIM and existence of development committees. There were 
ia ulunber of contrtadictory aestlts sut as arras with tle poorest RHM 

coveraae htad th EItOatest umber of homestead siIwilling to support. Even 

thotiul the '1tvstiOns asked were veay precise "how much would you give" 

ard "how oftt'". poople may stil hIave ei'et the "polite yes" response 

ra ther thain tiltot rate ainswer.' 

Ioth IIlM,, iid the respondent.s felt that water and clinic services 

Were tIlk1 e e t priority iratlhi i areas. Tlhtinking that areas,; soen ilsl t 


pr'iorit i es wouId be supported by communit ies . we rev iewed the 

ev liIl t oils of st-vera I water projiects. I a ll evill tailt ofion Swa: iland 

Rilra I Water. Sib i ((t) po irts out tllt : 

"It is not possible to cet people of tlto 'vi I lage' to ,join 
il for' common puarposes to benefit the 'vi Illage' because 
there istino i 1ilace. What exists in the local ity are 
hottesteads ,shich are near each Other. I 
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Tihe found s',it i trt , set up to cel toieyva Ila t i ot; tha 0w" com 


were laiize-I v iotII-fuie ionli ini-,. Tire resulIt Was that Oe 
 person. .illshI IV 

the Headmia ster of riht primiry sclool. assumod fuIt rtepotis i hi I ity. The
 
report also pointed out the people were 
 re luctant to contribuhnte for a 
se'vi'e tlit is not c t o i led by li ' t'ittttlll itY and t'es t r et ed 1 t hose 

tontribut iti money. Tlt,, alIso point out that it is di fficul t to define 
botundaries of comminitties and consequteilt Iy wtilch homtesteads aire entitled 

to wit er. 

In anot tier eva I at ion by lodley a tid Greel . I t 3 (tO) tihey found 
conimiunity par ieipailtion was limited to labor. There were no cash 
contrtibutions bit thtle comunttllity was involv'ed in plann i tic the systelm. 

Tihtepower structure of in area is tie folloiti. The ,iief is tire 

forla Ii leader of an arca and hiatsstiprene authoritv httt gencral Ily wilI 
not oppose tie wishes ot' the people and losc" piestige or popUliity 
(iI). lis cont rotI eov,-'-traditionaIl matt r.s is wet I recognized. 

[eveloplnent cOllflittes at'e tie mOst effeet ive Wher'e the Chietf uses his 

atithoritv to raise totiey or trobi iWe people. Giretn atlso found that 
pooplo are less tnot iv;ited to part icipate in a deveolopineit project if1 

they have lost iioney itt a previous projeet or tie project hod failed. 

nornilst" etF. I' i ors 

tho a'1vrate ptr 'Op it a hometJad cash itlloie is 12S-47S in rural 

a,'eIn itld F',20 in uirban ;ie, or '3.400-3,,'00 per homtestead adjusted foi-

I'.', 12 The ,tSi:ilarid Rurt,I lone's.tcads Slrvey (I.1) Fotuntd ticIlk' Il 

mon t h I.% put d i I ii pt, holte11 wd: I:I Io. Iood pit'll fort,at Iilst's aiLcotint ed 
Ihe '' o -tt i it rti, (47 '1. N'tO i' C0 1i't- 'Ia lioa_ ltI I I oIIs ticd of 

ti1cr tII lt of t ie ii'a I survey i lid i caea d t h t adutIts had spen t E,. I 

,indcli I tlr'ei 1:1 0l ltea It1 in. o i11ct, tIte last foit' weeks. Table 4 shows 
tlit' . -; ii oioS0 tr Se01t ta eat et'o ries. 
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TABLE 4 

PERSONAL EXPENDITURE ON HEALTH CARE IN THE LAST FOUR WEEKS 

I TEM ADULT CH I LIREN/HOME.',STEAD 

NO. MEAN NO. MEAN 

Docto I' i71 EO. "6 484 E0.26 
Nur'se 572 EO.3'2 4 6 EO.5 
Mod le ine 572 EO. 52 486 EO. 37 
Tr'anspor 572 EO. 70 46 1O. 36 
Traditional 572 El.51 46 EO.45 
Hea I of, 

TOTAL 572 E3.91 486 El *9( 

G. Health Sector 

HIealth services are provided faiily equally by thr'ee differer 

sectors: ,ove'rnment, mission and private includingi company run clinic 

and trad itional heal .r's. The RHM program however is a government progra 

and linked most closely with \overnment services. I'ou Table 5, tl 

lenrgth of time spent travel l ir g to see a government nurse or tr'aditiona 

hea ler was the shor'test and to mission doctor's arid nur'ses the longest 

Table 6 present.s the distribut ion of waiting times. There doesn't see 

to be ill\ p, ttor except that tr'aditional healers seem to be the ruos 

r'espon s ive. 

TAIILE j 

DISTRIBITTION 01 TIME TRAVELLED 131'TYPE 01' PROVI DER VISITED 
AI)i!LT AND CiILDI VISITS COMIINEI.D. SEPT-OCT. I),4 

PERCENT I.STRIBUTION OF TIME 

Pr'ovider' No. 0-W .31-00 61 - 120 121 -Over 
ruin. rn.tl rin. nun. 

Traditional Healer 4" 1 .2 20." )1.2 16.7 
Government Nurse 513 31.2 32.0 23.6 13.2 

Oover'nment Doctor' 74 4.0 32.4 40.5 23.0 
Private Doctor 54 25.() 22.2 27." 24.1 
Mission Doctor 30 10.0 .36.7 23.3 30.0 
Mission Nurse 162 I ". ; 30.9 20.4 30.2 

TOTAL 1"I 25.5 .30. 25.1 I .6 
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TABLE 	 6 

ISTR IBUTION 01" WAITING TIME 13YPROVIDIAx
 
ADULT AND CIIILI ISSITS COMB INEI). SEPT-OCT. IL)54
 

PE'RCENT DISTRIIUTION OF TIME 

Provider No. 0-10 11-20 21-30 .1-60 60-120 121. 
rain. Min. [in. IIim. rin. mhm. mii. 

Trad itionalI 
Healer 4 70.S 14.6 4.2 0 4.2 6.2
Gov't Nurse 513 21.0 26.1 20.1 23.8 5.6 3.3 
Mission
 
Nurse 162 
 21.7 23.0 21.7 25.5 5.6 2.5 

Gov't Doctor 74 17.6 23.0 32.4 20.3 2.7 4.0 
Miss ion 
Doctor 30 23.3 36.7 6.7 10.0 0 23.3 
Privato 
Doctor i4 3.) 9.3 20.4 9.3 3.7 18.5 

TOTAL q1 24.7 23. 0 20.1 21.2 5.0 5.0 

The RHM prolaram is a population based program implernented on the 
basis of' tho Tinkhundla (a traditional. administrative district). At 
present lI of the 40 TinkhundlIa are covered by between .500-600 RIHMs. 
Each Tinkhindla can have 1-1 chiofs. Of the 14 chieos areas selected 

front 	 Ti ritrnd Ia covored by the RHM pr'ogr"am, three areas still had io 
pr'olram. Of the II areas with pr'ograms, 6,<,- of' homesteads reported at 

least 	 one visit and 327" reported no visits. 

Diaz'anm 6 

DISTRIBUTION OF HOMESTEADS BY DATE OF 
MOST RECENT RHM VISIT: SEPT-OCT 1984 

ago--	 Neer visited
 

Over 	4 months ago-­
(15%)
 

Between 2-3 

months ago 

____
 

(16%)
 

- ithln the month
 

(37%)
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,As cnai b , n i11 To 1,1k 7. t lieom , t comm nouact ivit v i ll t ad Iy tIj 
r.spotdoit is rlIa ted to keeping the homesteaid ,cla"i. Ini eiieiwi , (o' of' 
the RM acrivit ies iie relatead to env iiirmentalapitection. I0" to other 
preventV i elfive ftf s silh aisnutrition, iminniza ti on, pregnany arei and
 

family pladin ti, see Iagidram 7. tA lv I3" of thieir activities were 

reliated to cirative serv ices or refertrIal. Not mentioned at all were hoi 

del ivr i commnriciabI eelis, di seaises, ita I he,i I t h , Ihiltracy, 

eol Iabo t ien with other workers l omunny deve opnent.h extension aud 

lie ilso asked the ,1'IlMs similar questions. I gh ty-s ven percent 

reported that they vis,ted homesteads withI diifferent iegula'ity. The 

most oon reasos given wore thelinearnaess of the home stead land the 
level of need. The person contacted most often in the hoiesteid was rtho 

women, only t (20') rapoid talking to men of the tine, 5 " of the RHs 
reported that people often canime to them for assistane usualy l"irst Aid 

oe cura tive help, and ain additional , 0' reported that this happened 

occ as iona II, 
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Diagram 7 

DISTRIBUTION OF RIHACTIVITIES
 
Sept-Oct, 1984
 

Preventive, environmental
 
(68~
 

II - urative 

- Preventive, other 

Part of the difficulty with the program has been the distribution of 
supplies. Forty-two percent of the RHMs reported that they had no 
supplies at the present time. Of those with supplies most reported 
aspirin and bandages, a few had burn medicine, wound medicine and cotton 

woo 1. 

The most commonly cited problem was the difficulty experienced in 
motivating the community, particularly related to digging toilets. Atnout 
70"' received some help from the local clinic, usually drugs or health 
talks. The community offered much less support. Fifty-two percent said 
no one in the community helps them. Seven cited other RHNs as a source 
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TABLE 7
 

DISTRIBUTION OF HOMESTEAIS BY THE ACTIVITIES 
01' THE RHM 

HOMESTEAI)S 

No. 
Activities of RHM 

No activity 2 0.6% 

Advise on cleaning and sweeping yard or 
homestead 288 93.2, 

Advise or assistance in digging toilers 287 92.9u' 

Advise on bu,'-,. rubbish or digging
 
rubbish p" 272 88.o''
 

Advise ol treating water, using Jik, boiling,
 
spring protection 199 64.4% 

Advise on personal hygiene, washing clothes 130 42.1% 

Giving First Aid, medication tablets 112 36.2% 

Referral to clinic for treatment 94 30.4% 

Advise or assistance in agriculture, cooking, 
nutri t ion 92 29.8% 

Educate, assist or refer for immunization, 
chil.d health, pregnancy care, family 
planning 70 
 22.6,%
 

Other 
 10 3.2% 

TOTAL 1,556 
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of local heI1p. Others mentioned were community members, chi efs, Red 
Cross workers ind extension workers. There was no mention of local 

development committees. 

H. Political and Administrative Factors
 

The Ministry of Health has artictlated a health policy: 

"to improve the health ,tat us of' tie Swa:i people by 
providing preventive, promotive, rehabilitative and
 
curative 
services which are relevant and accessible"
 
(14).
 

Unfortunately less than 15" of the budget is spent on promotive 

programs. In the next five year 
plan, there is an emphasis on 

strengthening the HHM program and providing in-service training. 

The major donor inputs into the programm 1981-1982 were:
 

Donor 
 Estimated amount
 

UNICEF Pre-service training, 81-82 E30,O00
 

Home delivery kits E 2,888
 

USAI}) Technical Assistance 81-82 E57,000
 

(in the form of training work­

shops on supervisory and training
 

skills and revision of RHM training
 

curriculum and costs for consultant
 

TOTAL 1190,333
 

The locally borne costs of the program are: salari es, petrol and 
miscellaneous costs. In 1Q81 estimated expenditure was E91,950, of which 

50' was stipends for tile 226 RH~s. By1 985-S6, the costs will. have 

doubled to El5'4.6O, 62<- of which will be for stipends for 561 RHMs. 
The amount will probably double again before tile entire country is 

covered.
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USAIDI' s ,t,ted priori t ies are for pr'o r',lr,effectiUr thoe i Idrenr
 
under two years especially ORT. nutrition sveillan e and 
irmmruni:ation.
 

UNICEF's goas also streoss 
children under i: againl 
emphasizing ORT,
 

nutrit i o surve illntree anrd irmmliun
ization.
 

Communities are allready 
fundin,, a number, of self-help local projects;
 
school.s, clinics Blecatuse rmanry
etc. of these projects are fragmilented, tie
 
total cost to cotmmunities 
is probably grossly underestimated. In a study
 
by Green (131, 
he found thiat in addition to 
the traditional communities,
 
there was 
an a'ergit'e of 6.6 developrenrt COlrnirittees 
 in ai clief's area:
 
school , woman's, farrer' s, cattlie ,and clinic were 
tihe most comnen. Many
 
of these have Furid raising rsia principal goal. In spite of 
tile 
diversity of tire development committees 
 most people cited, the
 
traditional commi ttees were 
 the most effect ive iii dea I ing with
 
developiment problems. In our study 
rrost holnosteads were Urriaware of aIlly
 
development committees 
 inr teir areas. The effectiveness of these
 

cornmittees is of question.
 

The coluIsion at 
 this stage was thiat the COIlruitV was reluctant to
 
support tire R!Ms financially for the sel'vices 
they r'eceived, principally
 

health educiatiotr. 
 lit that ther'e was 
a reed for I'lPlIC it tilea worker 

coi i ity level as evidenced by tIre ' of RHMs who reported people
 
seekinrr thell 
 orIt for healthr car'e. Tire 
 I'0 ctninCe of' tire COinilUllity to
 

ofter suippor't seened to be based 
or a cotibi rr tior of factor's. There are 
Manly derrlirrd s Oil their ' t Ilrearid r'esl. ,rCes arid so thie~'aIr'er ii inig to 
ike orliothler' burdenr inless they cn pelrceive a 'aIlue fromn 
it or it is 

seen as hi O priority. This wrs not the ca.se with tire current RIN
 
racti vities. i'ewere iblc 
to ident ifly thre areas wher'e the systemr broke
 

downi: (lia)in h .
 

pool'coverilce off the comnttnity: %irry homes teads irn ir ie
 
had never been visited 
 by an RHM nrrd others o ly
 

infr'eqterntly. Tie numerical Iick of ItlMs, 
 their poo'
 

distribution within 
tire cotmunity aind he 
lack of, sufficient
 

incentive can explIa in this. 
 Another difficulty was that tihe 
boundaries of' ir clinic catchment airea and those of' RHMs' 

arl'eas did riot alIways cor'esporrd. 
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poor' support from the Ministry: we found that many RHuMs had 

no first aid suppIies or" medicines and had little
 
supervision. Their activities focussed 
 primari l on 
environmental sanitation, an area where the Ministry had a 

weak infrastructuret and this area did not correspond to the 
current priorities expressed in the Ministry's Five Year 

Plan and areas of donor support which are ORS, immunization, 

nutrition surveillance and pre-natal car'e . We also found the 
Ministry very reluctant to support the c'a tive role of the 

RHM and preferred to regard them as purelys health education 

workers. 

poor community support: We found that RHMs had very littte 

routine contact with members of the community such as the 
chief and development committees and that their activities 

were not consistent with the communities' priorities, i.e. 
water and crative services. While many homesteads offered 
in-kind support , most felt that the H s were adequately 

supported by the Ministry. 
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DIAGRAM 8 SYSTEMS ANALYSIS OF THE RELUCTANCE TO SUPPORT THE RHM 

Insufficient Number 

ofRHMs 

Poor Distribution of 
RHMs in the Community 

[ Lack of Motivation 

Activities Not Consistent
 
With Ministry of Health
 

Priority
 

Activities Not Consistent
 
With Community
 

Priorities
 

Current Support 
Regarded ;JS Adequate 

Poor Coverage 

of Community 

Poor Support Perceived Reloctance 

From Ministry Low Value 
of 

to 

Poor Community 
Support 



Much of this could probably have been pred icted from tile Iiterature. 
However, we had not anticipated the degree to which tile RHM had 
concentrated on only a few activities of the manyout she/he was trained 
in, and the poor coverage of homesteads by the RHMs' services. In 
general , we found that most RI.- were trying to do their job but were 
becoming increasingly frustrated with their work. 

On tile basis of the problem analysis, we held discussions with 
inistry of Health personnel. From these discussions we were able to 

compile a list of the decision variab[es and constraints relevant to the 
operational problem: i.e. what is tile most appropriate method to sustain 

the RHM. 

Decision Variables: Types of activities performed by the RHM 

Constraints: - They must be a community priority 

- They must meet MOH priorities and be an area 

of sufficient resources 
- They must require minimal. supervision 

- They must require minimal supplies
 

- They must motivate and give the RHM incentive
 

- They must be acceptable to the MOH 

- They must require no outside funding
 

- They must generate community support 

- They must require a short implementation 

period 

- They must rtquire a short training period. 

Decision Variables: Structure of the suFport scheme.
 

Constrain - RHM responsibilities are primarily 

preventive 

Clinic population is different from RHM area 

- It must be easy to administer 
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Dec i si oII V ri;e : ,reab l phi 

Coltlst ailit.s" - There must be a commnirty orgit l.?tLOl, 

- The chief" must be interested in the project 

- The Ioca I cInii L nurse id di st ri c t 

s lperv isot mtist he ilte osted, 

- The scheme mus t le closelyImonitored and 

fol lowed-up
 

Had we not done the problem analysis, we would have designed ind 

implemented a fund ing scheme ssiumi i a! I t he RMs were worik i rt 

,cordin, to their job deoNcripition. The scheme most certainly would have 

fa iIed rti, ItI commni i t i eos even mote reltc tant to utidertike support 

schemes in the futuie. Once we lccepted tlie idea that the tactivities of 

the RIII! iht hloe to be redirfected, developing" allterna tiye solItions 

beoame a stri,hlit for.war'd t ask. 

Two matricies were created. Oue for RI!I activit ies atid one for
 

incentives.
 

The first matrix, Diagram 0. on activities was derived from comments 

of Rl. ls. experience of other projects, discussions with heallth 

professionals ,tnd the results of the community survey. Across the top 

are listed the constr'aints and alIong the side the possible activities of' 

the RHIu. A sootis!_, scheme was developed where it tihe type of activity 

satisfied the requirement i the constraint: to a high degree we gave it 

a .. or (.21: to a modera te degree a - or (.I): to a negative degree a ­

or (-I ) or to a vory netit iye deatee a -- o" (-2). We totalled the 

scores r td ie d I,e afti ye scoring, the hial est was to reinfo rce prima ry 

he Ith ca to sk i I Is. The Other three areais: to extend RII 

.*sponsibiit i es to include more curativye dul is; to inclide home 

delivyeries and to inciude family plannin,.g are still very worthwhile and 

should be enoiragod. The cotnst ra iits that we found may not aIlways exist 

and these ,tti vities can be considered as part of an M I programt ini the 

future. At tI is point in time, they would have been fair too amnbitious in 

undert akinL for the PRIC(OR project. 
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Diagram 9
 

MATRIX OF ACTIVITIES OF RURAL HEALTH MOTIVATORS VERSUS CONSTRAINTS
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The tihree PHC areas soIoctod for' tei nforcotent We'e: 

I. Exam iini t ion of immuni:ation records and promotion of 

inl i alt ioi 

2. P'omot ion of ORT 

A Introduction of gzrowth monitorinei as an RHM activity and 

provision of pollable hanging scales for home weighing of 

i tant s. 

The second matrix was on the type of incontive. The final decision on 

the method lests with th, community. An analysis of incentives was done 

in order to better present them to the colnmul itY. The list of methods 

was eoneratd from discussions with R.Ms, experience on other projects, 

tie Ii torit tre and d i.scass ions wit Ih heal th professionals. Fou 

possibilities were ruled oat immediately. Fee for service and drug sales 

were Ii i Ied Ithe RtMs off'toed no cari t i ve serv ices ,ir drags.nia becau>e 

A clinc sUrchatr_,ec was exc udcd becatuse the populat ion usi na the c Iinic 

and paying the surchare is different from those receiving services from 

the RHMs. Si bisi ( 1) has shown that unloss fai laro to contribute to a 

program denies the homestead the rizht to that particular ser-vice, the 

proarai will fail. It would have been administratively very difficult to 

ensure that only people paying a surcharge were visited by an RIt. If a 

person is holthylie olmay riot go to a clinic orlhe may choose one in a 

di ff'rnr aeal 

Fines for non-compliance was also felt to be difficult to administer. 

lIQthis we meant that homesteads failing to follow the advico of the RHM 

won ld be penalized. .Since the chief could not be depended on to collect 

tlie fi nes, t it is scheme was rejected. 

The prepayment schemes seemed to be the most practical and the 

easiest to administer. At this point we did not specify whether the 

prepayment should be in-cash or in-kind. We did carry out a cud e 

sensitiv ity rest to see what ,mount of cash would be appropriate. We 

want to emphasize that the final decision on the method of support 

remains with the community, the PRICOR staff can offer guidance and 

sugzestions but cannot impose a particular system on a community. 
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Diagram 10
 

MATRIX OF METHOD OF SUPPORT VERSUS CONSTRAINTS
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Our sensitivity analysis was as follows:
 

a. The government 
set minimum wage for unskilied workers in the
 
agricultural sector is 11.37 per day or E13.70 for 10 days 

work.
 

b. The RHM is currently receiving E20 for" part-time work or the
 
equivalent of E10 for full-time. She has requested an 
additional E20 which would 
 i'ing her compensation to 

£40/month, (part-time).
 

C. The average monthly income per capita per rural homestead is 

E35-40 (17).
 

d. The fees charged by other community projects such as water 
projects are EIO-15 per homestead per year. Our fees should
 
not exceed this. We made a table of what various 
contributions would be for different levels of RHM stipend.
 

RHM stipend MOll Community Homestead-, 
contribution contribution contribution
 

E40/month E20/month E20/month 
 EO.67/month
 

ES .00/year
 

E30,/month E20/month E10/month 
 EO.33/month
 

E4.00/year
 

E20/month E20?month 
 0 0
 

: based on 30 homesteads in an RHM area 

The conclusion reached by the project was that given the other 
responsibilities of communities and 
the low value placed on the services
 
of the IRHM, 
 the middle alternative was the most appropriate. 

From the literature there seems to have been less experience in 
Africa with the prepayment type of scheme than with the more acceptable 
fee for ser'vices or drug sales. In particular sustaining any regular 
funding for a primary preventive promotive program has proven difficult. 
For this reason, the choice of an area for the field test is very 
important to the 
success or failure of the solution. Communities are at
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different levels of development in terms of local organization and 
interest in health related matters. They also differ in their access to 
sufficient cash income that would enable them to support a f'inancial 
scheme. Based on the constraints developed in the p'oblem analysis, the 
foll[owing cr iter ia, were draw" up for the selection of the field test 

area: 

i. 	 The arel iould be a single chieftaincy with 5-10 RHs 

working , a,and reasonabl.y close to the University to 

permit monitoring and follow-up. 

2. 	 It should have a health committee and have shown some 

interest in health matters. 

3. 	 The chief must support the scheme of community support of 

RHMs 

4. 	 The local clinic nurse and district Nurse Supervisor must 

be willing to become involved. 

Conducting at field test under such optimum conditions means that if 
successful the results cannot be generalized to the entire country. 

However if it fails in this specially selected area, it is unlikely to 
succeed anywhere. Since more and more emphasis is being placed on 
community self-help schemes the results could offer some guidelines for 

future projects. 
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5.3 
 SOLUTION 	VALIDATION PHASE: THE FIELD TEST
 

5.3.1. Introduction
 

At the conclusion of' the solution development pllase t field test was 
designed wh ich would investigate two components. The first involved 
redirecting of the field test RHSIs' activities by r'einforcing selected 
primary 	 health care (PIlC) skills and the int roduct ion of growth 
monitoring into the realm of RII activities. The second component was to 
pilot a community based support scheme tor RIHMs. The fieid test 

objectives were delineated from these ,-oals itsfollows: 

Field 	Test Objectives
 

A. 	 Reinforcement of PHC Skills 

1. 	 Present a review of Oral Rehydration Therapy (ORT). On 

completion of the session the RH~s should be able to: 

a. 	 List signs and symptoms of dehydration
 

b. 	 describe preparation of sugar-salt solution 

(S5S) 	 and its proper administration 

c. 	 describe and promote the use of i SSS kit. 

2. 	 Present a review of immunizable childhood diseases and 

tie ,MlOH recommended vauc i nat ion schedule. On 

completion of the course, the RHM should be able to: 

a. 	 lixami no ia chi Ids i mmun i :at ion ca rd and 

determine the ,hilds current immunization
 

status 

b. 	 Refer those chi Idren ident i fied as 

inadequately immunized to the clinic 

3. 	 Introduce the new MOlH chi Id growth card. Give 

instruction and st ross the theory and practice of 

growth monitoring. The RUIM should be able to: 
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a. 	 Issue a ch i Id growth card and complete AIll 

the biographical data for a child 

b. 	 Accurately weigh a child under 2 years old 

using a portable hanging scale and plot the 

weight on the growth chart 

c. 	 Interpret the growth curve of a given child 

and discuss the implications with the mother 

d. 	 Give adv'ice on improving infant nutrition if 

the child does not gai weight for one month 

e. 	 Refer children that are identified its not 

gainini weight over a period of two months to 

the cLinic nurse. 

B. 	 Community Based RHM Support Scheme 

1. 	 The field test community will. consider possible forms 

of prepayment support schemes and choose the most 

appropriate method. 

2. 	 Mobilization of community resources will occur to 

implement the designated support scheme. 

3. 	 The IRlMs wi) '. receive compensation from the community 

for their work. 

5.3.2 Background
 

The chiefdom is the unit of local government organization in 

Swaziland. The leade|-ship hierarchy is headed by the chief, whose 

position is hereditary. Chief's may allocate Land, call on their subjects 

te deliver labor services, and approve or disapprove development 

projects in their areas. He is assisted by a deputy (indvuiia) who does 

most of the daily administraitive work of the area. Both the chief and 

his indvuna are expected to consut a council of elders (libandla) for 
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input towards miaking decisions o' exercising autholity. A third posit ion 

within the ocnal government is tint of chief's r'uuner (umaijimi. This 
individuall performs tasks for" the chie' such ias collec ing fines and 

r'e lay i i messaizes (I ), 

Whcu the chief dies, thie indvunai of the communit fills the position 
until such time is a new chief is appointed. This time in which the 
indvun ser'ves as inter'inm cihie can be quite p'tricted. 

The community of Ntoudo:i was identified ias ncet ing the fou' criteria 
esta i ished f"or the f'icld test site ill the conclusion of' tie solution 

development phase. The indvulnia, who has been servin i i inor'iit chief' 
si iicc I l, expr'essed it st'ong interest ill his ConmntLi ty itssuI in1 o, 

r'esponsibi I i t fi' supporrting its eight RHMs. Tm tocalI clinic wts 

situated in Luento, approximately 20 minutes by bus fr'om Ntondo--i. Tho 

clinic's Public Heilith Nui'se took an ict ive ole in pro'iding in-serv ice 

tiaining aind supplies to tie RHMs. She wits deeply conmiti ted to helping 

them solve pr'oblvms aid would nitikchore-visits with thcil as needed. 

Tie clinic aliso had a local heaIlth comnmirtee associated with it. This 

comittee had been instr'umentl i inipr'ovin conditions at tiie clinic by 

levyin, a clinic suriatrte to collect funds for expansion aind addition 

of' it matern ity wiri. A portion of' the funds had been used to fence tue 

clinic arera aid build ita uia'd house to ilnpr'ove securrity. rin'orturlttely 
this coMmitt'c wits disbanided shortlyIaftl' tero ficid tests inception 

bocausc of a dispute conicern inrg tiie repr'esentiation of' tie commi tee's 

memnbers'h i p. 

Tito Nt ordoz i chi ftdainship is compr'i sod of 3 4 1hOr11 ilLIs t s. 

Geogr'aphicalIa' it is quite va ri ed, with the mitjoi'ity of" it's inhabitatnts 

Ivi , iin t he Lusut fit rI vo ' x' I Icy and oii tiue I ow r' sl opos of tie 

I trri t i ir a iIt i I htt trait SV' ',os t he i ro'e . The tit1liti irgl popu tt i il I i ves 

Oci tidely scattered Iocmesteads ilr tiie Ioutaiis, which riso, rio10'tres 

above tlit, vllle'v f'loot'. The %'triedtopogra'iphv aind pool' road conditions 

ctaln make tr'inspo'taltion aind commutni citiotis within ti Ntotidozi community 

pI'ot rtac ted aind di ff icult. 
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At the t ime tIhe l R I 'Id tottdlC't.A ,, wiJ-, utieI ed thee wa , tu ther 

dovelopment project underway in Ntondo:i . This project was coordinatei 
by it Iocal Peice Corps \olun':eet'. Its itim was to check tile severe soil 
erosion occt'ini i at two :;ites by plinting tr'ees. 

The Ntondozi HIltls ate ail women, with a mean ie of 41. Their 
edtucat ional level Irangtes fron 4 to I yearis of fotnal schooling. The mean 
educattional level was .5 year's of foimali schooling. Their distribution 

ill the communitv gives iRlIls responsibility for tile vallev populattion 
and leaves 2 RItIs to serve the mounitain inhabLtitants. These two have the 
exceptionially difficult task triversing terrain accessible only on foot 

and beitig responsible for larger ireas than their valleyvcounterparts. 

For pulrpose, of tie PRICOR Cield test the Public Health Unit (P1111) 
designited the .lanki tvie Nitrse itsa area Superivisor the reptesentat ive to 

the community. She pairtici pa ted in all meetings held with the indvuna 
aind his council of elders as well as the general community meeting. Her 
orole as supervisot of the area Rllbs was instrumentil in monitoring 

prtogt'ess of the field test. 

It has been the ta tionl govetnments policy to encoulrage resettlement 
of rut! I communities in order to facilitate tile provision of services 
such as water attd electricity. Tile tesettlemeti plans for Ntondozi callI 
for the homesteads to be moved down off the mountain slopes and 

positioned in tows patral lel to the main road. The eva[Llatioll Sllrvey 
revealled '7.5" of tile iespondents had been resettled, with 51.67 of 
these altaving moved in the previous 12 months. 

Otnce the site wits selected, the field test design a llocated one month 
to allow for meetings to be held with the appropriate leaders and 
gene rat community. Tie RlMs received a two day refresher course during 

this initia tion phtase. 

Once the PIIC and support components wete established the fieL d test 
was left to run for 6 months with a minimum of input from the 
investigators. Visits were made to homesteads with each RH to assess 
the level of competence they had achi eved itn performing growth 
monitoring. Field test monitoring consisted of an investigator being 
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present at the monthly lllt, payday to help solve any problems that arose. 

Two meetings were held with indvuna and his council during the 6 month 

period to discuss progress on the community support component. 

An evaluation survey was performed a fter the field test had been in 

place 6.j months. The survey was taken from a representative random 

sample from each RHM's area. The criteria established for evaluation of 

the field test were taken directly from the objectives. In addition, the 

RHls, chief's runner, and clinic nurse were interviewed. 

The relatively short period of investigation stands as limiting 

factor for the field test. The small size of the evaluation survey 

sample (64) also limits the conclusions that can be drawn from it. 

Finally, it must be remembered that Swazi communities are far from 

homogeneous. They vary tremendously in factors such as geography, 

availability of health services, as well as chiefs leadership style and 

orientation to development. This variability makes it difficult to 

extrapolate the field test results to other communities. 

5.3.3 RHM Performance
 

Ideally, an RHM should have 30 to 40 homesteads which she visits once 

a month. The Ntondozi RHMs were assigned an average of 45 homesteads 

each by the chief's runner (tugijimi) on completing their training 

course in August 1982. At the time of the field test evaluation survey 

in February 1986 the distribution had become quite unbalanced, with two 

RH.s having less than 35 assigned homesteads, two others with over 50, 

and one RHM Listing 60 homesteads. This maldistribution probably came 

about as a result of the massive resettlement activity in the community
 

within the last two years. Two RHMs with adjacent areas chose to 

redistribute homesteads between their lists to make them even.
 

A. Frequency of RHMI Visit 

Sixty-three of the sixty-four homesteads sampled (98.4%) said they
 

had been visited by an RHM. Among homesteads visited, 48.2% had received
 

a visit from the RHM within the last month, while 83.6% had received 

visits within the preceding two months (see Diagram 11). Compared to 
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II 

national Iaverages found in the I)S4 survey (see Diagriam 0), the Ntondozi 

RHMs wore making significant ly more frequent Visits than their nat ional. 

counterparts.
 

I) agramit 11 

DISTRIBUTION OF HOMESTEADS BY DATE OF MOST RECENT RHM 

VISIT NTONDOZI, lIF13RUARY 19S6 

Within 1 month­

(49.2%)
 

i - mo thsL m._ { -over 6 months 

I -424m/,) t (6.6%) 

(34.4%__ _ _ _ _ _ 

2 - 6 months 

The occurance of the last visit was analysed in relation to distance 

1 )from the chief's kraal.( and perceived chane in visit frequency with 

no significant reloationships found. 

an attempt to assess whetherthel, field test inltervention had 

influenced RIM visit frequency, people surveyed were asked whether the 

R vi.sit frequency had chanced in the I:ist six months. Respondents 

indicatltic no change carrle to ('. . while 2" .I said there had been a 

chance. From these responses it can be inferred that the RUtls were 

M The chiefs' kraal serves as the meeting site for local traditional 

government.
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tcti' ntud makin vi-sits at ilppropri ate intervais prior to the fiel.d 
test interventions, and they did not alte' thei' visitat ion pattern in 

ensuing months.
 

" Of' the 2 .I ' of respondents who feit the RIP! visit f'equency had 
changed. 16" felt they were receiving more fr'equent visits now and 83", 
felt the visits wore less frequent in the latt six months than 
previously. There was a very similit' distr ibution of responses when only 
the homesteads wi ti one or more cli dron under' 2. 5 yeat's were 
considered. No significant fidings a ppeared when this factor was 
anal . sed by individual I!UI. It wis hypothesized that ain inct'ease in 
visits would occur ovet' the course of the field test. Ilurtal women 
howeve r, often bear the major t'eponsibility for cultivating maize, and 
its the g'owing season ovetlapped with the field test the RHMs 'ole as 
fai'mer" may have taken precedence over hot' IRIt responsibil ties. 

The RIID questiona ire reveals that ill eight of the RH.Is state that 
they visit homesteaids with different t'egularity. Reasons for this 
included the level of need, distance and receptivity of the homestead. 

The question wits asked of the survey respondents; would they like 
more frequent visits by the lHHls? The maor'ity, 125 indicated that they 
would. Of these, most specified that weekly visits would be ideal. 

13. IHM Activities 

It was hyphothesi~ed that the'e would be a measurable change in the 
distt'ibution of' activities of the RH.-I, with t higher proportion of 
atctivities corresponding to those topics covered in the field test 
eft'eshet con'se. In order to test this, an open-ended question was 

asked concerning the content of the RHMs' activities (see Table 4). 
These activities were condensed into th ree catgories; preventive 
environmenta I topics such as toilet construction, cur'tive topics, 
incltuding diartrheal tr'eatment and "preventive: other", which include 
immunizations and gr'owth monitoring (see liagram 12). When compared to 
194 findings displayed in Dtiagram 6, it becomes clear that til field 
test hypothesis was not borne ott. 
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When asked if t here had been t change in the topic%. di scussed by the 
RHM in the last six months. 5M.4 of tihe respondents answered no. Iis 
proportion dropped to 44.6- when only homesteads with children under 2.5 
years were considered. When this question was atalysed by indi vidual lHHM 
there was no significant differences between them. 

TABLE q 
DIS.TRIIUTION OF HOMESTEADS BY THE ACTIVITIES 

OF THE RHI : NTONDOZI, FEIRUARY It}% 

Homesteads (n 63) 
Activities of RHM Number Percent 

Advise on cleaningz and sweeping yard on 

homestead 52 82.5 

Advise or assistance in digging toilets 55 87.3 

Advise on burying rubbish or digging rubbish 
pits 39 61.9 

Advise on treiting water, using Iik,
boi ling, spring protection 10 15.9 

Advise on personal hygiene, washing clothes 8 12.7 

Giving First Aid. medication, tablets 2 3.2 

Referral to clini c for treatment 2 3.2 

Educate aboult tome treatment for d iairrheal 
illness in chi dren 36 57.1 

Advise or assistance in agricnl ture, cooking,
nutri t ion 14.3 

Educate. assist, "orefet for inimuti i :at ions 17 26.9 

Weighed itnlt aid wrote on gt'owth card 5 7.9 

Educate, assist. or ief'e for pregiancy cai'e. 
falni ly planning 4 6.3 
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Diagram 12 

)ISTRIIIIUTION 01" RHM ACTIVITIES: NTONI)OZI, FEl I96 

Preventive: environmental ­
(68.6%)
 

-Curative
 

(16.7%)
 

- Preventive: other(14.7%)
 

The absence of the predicted shift in activities has several possible 

explanations. All three PHC topics that were presented to the RHbs are 

also topics that the clinic nurse is likely to address during a childs 

clinic visit. Since the message has two sources, the respondent may tend 

to attribute the origin to the source of higher authority, namely the 

nurse. This line of reasoning also explains why homestead cleanliness 

and latrine eonstruCtion receive such high ratings; because the RHM is
 

likely to he the only source of these messages. Likewise, the RHl may 

have a tendency to stress activities that are unique to her position. 

C. Uti lity of RHM Visit 

Asked if they fo, the RHqs visit useful, 89.1 , of the respondents 

said yes. When e UL to explain in what way they found the visit useful 

a variety of reasons emerged (see Table 9). 
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TABLE 9
 
UTILITY OF RH. VISIT: NTONDOZI. ,FElB. 1Q)6
 

Homesteads (n -63) 
Number Percent 

Useful:
 

Tablets or Immediate Treatment 
 20 1Y.3 

Homestead improved 
 15 23-01
 

We are in better health 5 7.8 ,' 

Other 
 13 20.3' 

Not Useful 
 3 4.7k'
 

A1.1 three respondents stating the RHMs visit was not useful 
specifically noted that they were given no tablets. This, in combination 

with the high frequency of responses mentioning the RHMs curative 
functioning (tablets or immediate treatment) indicates tile community's 
tendency to perceive tile IHM in a curative role rather than a primarily 

perventive one.
 

D. RlM Att itudes.'Percept ions 

When tile RIHs were asked if they felt the community appreciated their 

work, seven answered affirmatively while one said tile community had 
given her no indication. Asked to explain, three RHIMs said the community 
was happy with their work and one indicated that the indvuna was 
pleased. Seer,l RIIMs mentioned specific activities such as ort 
rehydration therapy. problem solvi nu and irmprovine the standard of 
livine as being reasons for community approval. 

All eight RtIMs stated that they perceived a change in the community's 
attitude toward their work since the PRICOR field test began. Two of 
them indicated that there was better community response to their health 
teachings now, while six stated that people were happy to have their 
infants weighed at home. Six of the RHHls also indicated that more people 

were coming to t hem about childrens health problems than prior to the 
field test. This observation indicates the impact of the refresher 

course may have been to brc:den the community's perception of' the RHMs 
role in relation to childrens health. 
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E. Job Sari sfact ion 

The Il'ls were asked to indicate what aspects ot their wort they found 
most enjoyable. Seven indicated that they felt the community appreciated 
their work. Four of them found having people rispond to their teachings 

to be satisfying, while two stated they felt their work had given people 
a better standard of living. Learnting new things was enjoyable for two 
of tie RHls. Only one RIH mentioned the income as a source of 

gratification from the job. 

When asked to talk about the frustrations of their job all eight llHls 
mentioued the difficulties of trying to work with people who refused to 
listen. Two RHMs complained of vicious dogs and one about the distance 
she wits expected to cover. Two complaints related to income. One I1HNl 

.said E.20 wasn't sufficient while another explained that she had a home 
business which would bring much more if she could moreincome devote 

time to it.
 

A very significant issue raised by four of the RHMs was that their 
husbands objected to their work. When elaborating on this, two of them 

indicated that they had to neglect their responsibilities at home in 
order to perform their RHWvisits. Another explained that her husband 
objected "because of tie probl ems I meet in someusua I ly homesteads". 
When this factor was compared to the su rvey question relating to 
perceived change in visit frequency, those RHbls with husbands who 
objected were not perceived as visiting significantly less frequently. 
Obviously, if the RHMs' .job is a source of marital conflict it is it 

serious detract ion indeed. 

This issue of husband dissatisfaction arose in the initial, meeting 
with the indvuna and his council of elders. The indvuna stated that some 
lHMs were not working well because of their husbands. These men, he said 

were suspicious of what their wives did when they were away from the 
homesteads for long periods nf time. He went on to explain that the 
PRICOR investigators should call it meeting of tue RHls' husbands to try 
and enlighten them about the RHbs responsibilities. In consultation with 
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the PI ' I i n It, i vv it €.. dec ided that t Ii s aost iwv would be 

i,,ntteC 0. sa rvy. I" tetrospec t. it may have ieoi, a dis:ie,'vice to tile MHIMs 

not to hiave acted on the inldvlnlis suggestioi. 

F i fit lIy. the MtMs were asked how tile PRICOR project mieht have 
benefited them. Seven stated that they were happy to have learled how to 
weigh chi Id ren, thce rient ioited immuni za ion information and one 

mot ioned ORT. Two of thIte RIl-.s said they, were now more interested in 
their work . The support component was not mentioned as a perceived 

bentef it 

5.3.4 PHC Skills Component
 

A. Immun i:at ions 

A special referral .lip was dist,'ibuted to the RHMs at the end of the 
refresher cotrse which they were instructed to put inside an 
immuni:ation card when tihey reviewed the ,ecord found childand the was 
due for another immun, ization. The clinic nivrse and two mobile clinics 

operatin, in the ,irea were asked to collect these referral slips for the 
rseac 1he I. :A total of' 2" rof'otal slips were col lected from the s 
cI inic sites in the fi rst four mont Itsof the field test . No further 
slips were coI llectOd ill the last two months. It was discove'ed later 
thiat
some of tile cl itic sta ff had been disposing of the refel''al slips, 
so 
the icttal numbe:, were probilv highe,. An additional thtee slips 

on byd intertv i ewes the eva I at i ottwere fouind homoest s Lw the dutrinig 
"s1i'1ev'. Thits it appeirs theme wias d vood ra to of comIpl iant' fot niothet's 
in response to ainRHIM> reoe'rral to tilte clinic forl itnmmtniza1tionts. 

it is impott ait to tote the rlltSV Ct o mitote tlhanithat clint ic id d 01'ile 
ote occasiotn iat sIte had soeon it dramatic intcrease in tle tuitmber of 
child en forarrtiv'ing from Ntondo:i immtnizations. 

When asked itt kpt,l-enided qiuest iOtn concerning Rium act ivities, 26.9. of 
tle sutvev respondents mentioned that the RHM discussed immuni:ations. 
W'hent asked directly if the RHM had ever talked about immutnizations 85.9?)7. 
answeed yes, and ott hoenisteads with one or more childt'etn under 2.5 
yearls of' ago this rose to 07.3". 
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The iM11nIi: iof) St It jt , f tiltcil Idren a oed I eIr to 2. ye..s old 
was exlmilled ttd cOInpired to l'es Ilt',Of" ii lttliOllillS."LOtV cotidU ted by 
Swazi lind .CWHfor the Expanded Proruin for Intuni:at ion ill P'cetmbetr 10)5 

TABLE 10 

IMMINIZATION STATUS (AGE: 1-2.5 YEARS) 

M.O. l1. PRICOR 
suiveY su rvey 

(Dec 10O5) (Feb 1S6) 
(n - S52) (n - 27)

Status 

Fullv Ittununized 51 .252 5., 
(full course of IICG, DPT,
 
OP%1.& Measles)
 

2. Partial lv Immun-ized 44. 75' 40.72 

3. Not Immuni:ed 4.02" 7.52 
1 O0.07k IOO.0 

The immunization stat us of the Ntondozi 1-2.5 year olds sampled is 
consistent with national averages, in spito of tile RMI refresher course 

intervention and subsequent referrals. 

The immunization status of children aged 2 months to 12 months old 

was also examined. 

TAIILE I I 
IMMUNIZATION STATUS (AGE: 2-12 MONTHS) 

Status (n - 17) 

Fully Immunized For Age 33.3V 
(up to date on imIttun ization
 
schedule)
 

2. Partial l'yImmunized For Age 50.0% 
(more than I tno. late on 
immunization schedule)

3. Not Immunized 16.7%
 

100 % 
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No nationa t'iureos t'or t his aozt' i'Otlp,I exist but it' these results 

can be presumed to be consistent with natiotnil .iy'tavt.res., the population 

of' tndet' ole year old chi ldretn areare xi tni'ticat loss protected by 
inrunni :ations thian the it older siblinas. 

An initensi ve nttion l itnnnization ,anpiign was initiated in October 

I 04 - which is expect ed to dranin t ica'll1v increase tile nltber of fu lly 
im unrttnni in It)o-o.:d chi Idren 

II. Oral ]Roh'diat ion Therapy 

Oral rehydration thorta'py (OIRT) Iwas the other Plit topic 'eovi ewed in 

tile course ti\'en t'o1 tile Ntondozi RI~l.s. On the evallation survey an 
open-ended question concerninz RWI acti vit ites rtevealed 7. I" of the 

respondents mn t ion iiiz that the illllHs d i scussed h ine t rt'meitent foI 

d iar'rhea I illnesses inichi lditen. specif wht 


talked a bott this topic, t0. V of thlie respondents answered yes. Sixty-


When asked cit'Ily her the RHM 

11h re " .4o" of the si xt y-four 'tspondettts stated that they used
 

suc r'- NdIt 
 so lIt ion (SSS I wheon a chi Id had d ia iteha . w,ilei 10 t1 eIlilta in inl 
Ot'spontdt1It sa id i l Iti Id wit II d ia rtlha 1 Is taken to th t- i iti c . Fromn 

tii s r't'spolls; ., it a ppeil s that tII li'l ' of S. as i homte treatment for
 

ii fart 
 d ia I-tiea has od accevptIa tce iit I lit Nt IondoZi Ctialltltin it'. 

A nationailt camptli-+1nWas conducted front Septet'lllbO It) to April It- S5 
t 0 t Oll t t0 " t It' r0topt't List ol ' t h i1,1_i a '-sai I t so I lit i oil ;ItIoti tll'11 

not Ie Ls it 't, poltso t o it ta llt d ia i.0lta. It l aii oltt to RIIs col tIi bit iotl 
to t lit, canapt l n, lilt pielimina y uleIts o* tie a;s yet unpub I islIed 

sit-V y 5 
)ta t Ith I tll' MlIII ('.SA IP Ilo show tha t ,"(1.4 (t 4 jO) of tlile 

honaselt nd',Id s 110o t"\l itt'd by lilt' IIIN. lloweVet' ', ill ttIt PRIa.OR surtvev * 

hiiz h'rlt (" Ottnb1' t ,t 0om ,. .4" t t14) bet,,d t . Ihd vi s it d by 1te 

fill!. O vta.4 bytll, uisittd tht RUM in the at ional sur ot'ye. It" stated 
ha.t ti, le I had discusset'd di atrheill trt'atment and it lilt, PR ICR survey 

of those, isit td by t lit I00, i 7.1 ' statetd that diarhoal I tattt'mntt't had 
botn discussed. It should be pointed out that thli disctepainci es between 

thlie tie t ioiti survey atd tele PR0I1COR strey at proaably dtte to the fiact 
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that RH.! s in the Ntondo-_i rait in the PRI COR sur'ey were except ion, I ly 
active "y nationial st andards and ORT was cmphasized in tile i'cfr.'sher 

course for these RIIs. 

Both survoys also tried to identify the ru'al ihomesteads Sources of 

inforiation concerniin, tile use of sugar-salt solution. 

TAILE 12 

SSS IIXTURIE: SOURCE OF IRSIIATION 

National Survey PRICOR Survey 
(i1 4(n) i 64) 

I . Rural Health Mtotivator 6. 7 90.6;
 
(RHM)
 

2. Rad io 62.07 4 5.371 

,
3. linic Nurse 56. 8r 21 .97. 

ihen 
asked for sources of SSS knowledge in the PRICOR survey, it 

would be likely that the respondent wou.ld list the RHI because all tile 

previous survey questions have dealt with tihe RHM.. This response by 
association niay account for the lirge discrepancy betwecn surveys. 

Tile nationil iicanipitii focussed on trllasm ittinc knowledge about the 

p'OpOlr wi to mix ili' r-sii solution. The Io'iiii0ndt"d forinul Ia for 

tile cimpai.n wa I li t, boiled waIter, caps of sucar, and . cap sIlt. 

Tlhis w,,, ;, ,heltue fO het fo 'rliIt recoiimmended pe'Viously which cillcdi I 

foriI ,,lp ,rilt(,Ipo,,ibly i o\i, ioo ill . The posI -C;iipii 1iiii lOllio 


,1ii'\'eV 1eluii Ill lIpoodfnh le lld e
d 21.1 f hoo , 
 colie
co rect 

Irntelni, o? i I Ii troe ina ic.vn? in NS, while tlie PRIOR survey 

r',Ipoiid iil
f, Ve lie rie o f t loui 3.*.t" (11 641 o liiof i ime. This 

11 ,'i"'l' " I lrt oIl, dt, o nI ; t ii1 , iVeiLO. wit 1in lie field test iil'el 

Cold heo '\p I irind e lbyIieoqncV RIM! cotitcts aind iiessieso, Iieu of 


'oncertin lite ot,0nelte of dii llica iii itfiin ts
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TABLE I3 

KNOILEIGE 01" SUGAR-SALT SOLUTION 

Knowl edge 
 Number Percent 

Knlew 'rrlect amolnit s fer kII till,', 
ingredients 
 23 35-9
 
Knrew co'r'r'ect amounts for wat er and 

sugar but ulsing one cap salt 15 23.4, 

Gave incorrect amount s 16 2.0 

Could not give amounts 10 
 I .0
 
Total 64 100.0
 

Th, racr that ,4" of the people surveyed said that SSS was used to 

treat infant diarrhea is admirable, but only Y.'' of them would mix the 
correct solution. Combinti ng those who gave inricortrec t to'rmurlas with those 

wl cave the old formula usin one cap salt, there are 4S. of
4 

respondents who would make either ineffective or potentially Iarmful 
so Ititions. i'v\i coninu11red iriessaaes from aIllsources aredent ly. edurcat ion 

still very necessary in older to achieve the goal of correet use of SSS.
 

i Iless
Arother" callnpi nrr -geadvocated the mlking of i :ehdrotIi kit.' on 

E'aich homestead was asked to pirt together a lit re bottle. a bottle cap, a 
spoo arid cup aind it supply of hot Iira lls It: Li to keep these 

items itrt bag to be used ien children had di a 'rhea . The nat i oliaI 

survey runtrld 
 less thirt thrtee percent of tIti r sample could prloduce tIre 

recomntedd k i t . The PRICOR sr'vey found lo.()" of the simple could 

polodluce a kit. aind ulrelro'll' hollested s with children iLlder' 2.j yeairs 
are Coris-idered tire proportion h vine a kit ri ses to 1In.2'. Al I of tfie 

kitN pr'odtoed wvi'v examined anod approxi nitely hali contained everty 

rc ot erided itou. ,Such i Sinific'int inc 'ease illthis ttnigible mteasure 

of tilt'acceptaince of OIf' alImost one year after tllt campaigens conIlusion 

could be attributed to the teachinr efforts of the R0Is. 
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The Swazi Ind Nit ii ,,I Nutrition Status Surey onducted iu I , 

showed that .0 ,,t rural chi ldren under" the are of' 5 ha v'e reta ided 

I licieI IOirh. or aI,, "sttlu d" (20). 1,'i1IFis rea snt , tilie ,linistry ot 

ll ciin chiId iIlea ItIIt ( i-, pl a ere,tIr empiasisI u I - owt multonilorin 

,lintlhis deve I ped dt new chi Id Iei It 11 Cd'id fr record i ne we izht for a1e 

IeaL, i ,II as we I I s immuliz tioll. At the suieest ioI ot PWi' 

e t ew i oii ti. ,i. iic I tided Ihe testi ,IaI., Iiroo it L ii PRI OR i Field 


bject ives.
 

The to day retreslier curse %,is lirely dev'c ed ta the topic of 

"riOwth oIniit or i is. Cu Ise ont ent included the i iWtiodiict i on of the 

concept of erowth monitorin , with instruction aniidplac tice ortthe skills 

needed to Mwi, record aud int erpret tie rliph for moth eis inithe hime 

selliti. ilidel ines were givyen for the COUle' O act ion to take wlent d 

'1wi probloIem was led. 1 Olli,ti torced courseideiit Tile t ts the to 

I .'Pt tIll it i I Ol yI as d eIt V .w. A t Ilk, col i ladvice 'itr e 

l, "c0 11I'10 t le, RWI t riiers explessed tie elicncern hlit tss it 'e it t i le 

t), av iIaible superv .ld ticelid uot eu for pra er we i oII i II n d plot t inli 

Tlrouieliout the ' lespose to o'eithIi,ol the Ill'ls' mlionitorin , was 

i Is?ic'. l'eopo it v ili I oeteit llltii They I ed li et't eI 1 1)0eoii quest i oued by heis 

abob t the ,'irph.l but t hey hid ie idea ctf it'suse,. ,,h;lI, workinu in the 

cI i t imes as.i of Idire.n,c,.H I- miny were .ted t eli sk w e hinel't'li but 

I *,vat eel pl ipese Ieutirhrsl 00 tIe ar ex e1c,i se. 

\t I ,ti l I U-,ij et tli e ,eli tIhe lIkl %s j iUed wit Ii pelt a bIee were 

hituei ,-eca I, provided by VN IAll intd a supp I ' a' tie chiil r Ot I ca ,il 

Wh i il We r, rep I 01i i liod ;it teeiII ala ilt I s 0eIVe i i I t aI c lvi Thy t i.,Ied 

is'--u,orewt 1i ca Is tid w, ,ihiliIdrl irdiier 2 ea I, Old en the 

Ite elll't Isli,' vi I iit .eil ,de 
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Yaithin 2 	 months of tile completion of the refresher course a minimum 

of 4 hamevisits were made with each RIMl. The purpose of thse homevisits 
was to assess the proficiency with which growth monitoring was being 
performed and to provide additionalI instruction if necessary. Below is a 
summary of observations made from these field visits. 

I. 	 All S RHMs were able to start a ncw growth card for child 

neatly and accurately. 

2. 	 Finding a place to hang the portable scale on the homestead 

was never a problem. There was always a tree, roof beam or 
grain storage structure which served tie purpose. 

3. 	 Four of the eight RHMs needed to be reminded to zero the 

scale before weighing each child. 

4. 	 All S of the RHMs demonstrated the ability to read the scale 

accurate 1y. 

5. 	 The rlo t frequent area of instruction given involved 

plotting the weights. Only one of the RHMs was consistently 

unable. to find the correct X and ' axis and plot the point. 

It should be noted that her formal educational leve.l was 
below the group average. 

6. 	 Only one child over' the age of one year was weighed by the 

RHMs. Older' children tend to struggle and cry while in the 
pants sling of the scale and make the task very difficult. 

7. 	 All the RHMs were observed offvring advice when the slope of 
the Line was flat or descending. Referrals to the clinic and 

suggestions about nutrition were given. However,
 

explanations and encouragement were not given when the slope 

was ascending.
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8. 	 Four of tihe RHls weighed it chi Id and noted the wright or 

stated they would remember it unt iI they were home where 

they intended to write up the child growth card And bring it 

to the mother on the next visit. 

Tile cl inic nurse r'epoted that she had been al lowing the Ntondozi 
RHs to we ig!ichiI dren and plot the we i ghts when they worked in the 

clinic each month ier observation was that a ll of them appeared to be 

proficient at the task. 

In the field test evaluation survey, 64-9.7 of those homesteads with 

at least one child under 2.5 yea rs old were able to produce a cIILd 

growt It card. Forty percent of those cards had two or more weights 
plotted oia the gaa ph. Takin into consideration that the MOH did not 

complete distribution of the new child growth cards to the rural clinics 

until , months prior to the survey, and that they envisioned clinics 

graduaIll phasing-in the caa'ds. 6 .0" becomes very impressive. This high 
card possession rate is most likely the direct consequence of tile RHMs 

efforts during the field test phase. 

Of the children iinpossession of a growth card, 75% had been weighed 

on tile homestead by a RHMI. In 4 instance. a respondent indicated tile 

RHM had weighed a child but no growth card wts present. 

Amnc tile homesteads where it child was weighed, S5),' of respondents 

reported that it was at useful service. When asked in what way the growth 

monitorin, wits taseftal. 6.'- stated that they woee able to see if tile 
child was growin, well arid 40" mentioned that fewer clinic visits were 

necessary. It is i,,teestine to note that one of the respondents who 

claimed home wei clhin wits not useful went on to explain tihat one weight 

colId na.t tell lienift 1e1' child was crowi ,c well. 

There were 4 more respondents reporting that tile RtM discussed how 

well i chi Id was ciowina thlan reported the 11-IM t child.weighing The 
observed eIluctace on the part of the RIlls to weigh older infants ( I 

year)I may havi'e led to their chosirug to only offer advice in such 

i nstainces 
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5.3.4 Community Support Component 

A. Commnun ity Or I i =a t i orr venr 

Two meetings were held in July, IQ 5 with Ntondo:i's indvuna and his 
libandla in order to introduce the PRICOR field test and its objectives. 
These leaders agreed that Ntondo:i would welcome such a project and they 
tentatively indicarted that in-kind donat:ions would be the most 
appropriate means of the community support ing the RHMs. 

A general community meet ing was held in September, and approximately 
2-0 to 300 people fron the community attended. Presentations introducing 
the PRICOR field test and its objectives were made. After two hours of' 
d i scus si on, tile consensrrs wias thIat tile community would compensate the 
RHM., and in-kind donat ions was the most acceptable suggested method, but 
that ther'e should be additional meetings held in order to consider tile 

problem further. 

IIrthe month followinz this meeting, the RHMs were inuformed that a 
piece of' land would be designated for them. They wluld be expected to 
provide tile material inputs like seed, while the con.,anity would provide 
all tie labor needed to produce it crop. The harv'es' could then be 

divided ;,mori , tile , RItHs. 

A meetinu ias held in November with the iIdVuia and his libandla to 
confirm this reported plai aid discuss details. During the rreeting, it 
was expla ined by the inidvrrtra t hat the community felt it was more
 
dpproprite to 'copetsit the RIll0 with labor'. sirce this wits the form of 
cort rri bt iion she tide to tlie comtniutriityv and slie was often forced to 
no,,lect her home as a result. Land had already been desinzated he said, 

irid the community now wanied to hea r front the RHMs about whar t crop they 
winted to have planted. He was careful to point out that each RIHM woul-d 
be free to dispose of her portion of the crop as she chose. In this way, 
she could sell the produce and receive an indirect form of' financial. 
support from tie community. Tire illd\'ulia indicated that plans would be 
made to provide seed it tie RHMs were unable to do so. A community 
rmeeting was schedaled for the f'olowing day where issues such as 
a rrangements for plowinLr would be addressed. 
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li 

Tile RHlMs chose to platnt either suit," beat. or grIound nut. These 
crops are generalLy planted from mid-Inecembe ' until early lFebruary, with 

the important factor being that tile ra ins must cont inue for .several 

weeks after planti ng. 

Anothor ineeI ing w;as held wit It the indvuna and chiet' s runner 
utii jm it mid-lanuat'y to assess tle progressi Il tlhe community was 

tlak int towar'ds imp leIeont ing their al'icullura] labor support scheme. 
Assrtances were veit ili aectiic would be held soon andaiven 
 act ion would 

be taken. When interviewers began visitin, the homesteads selected to be 
part of the field test evalunatiott survey itt nid-lebruary, all quest ions 

Concerningt tile agr'icultulI labor sch'ltele were plhrased ill tile future 

tense because no work had beett done. 

tle first week of' March ia womens lilima (traditional commun ity 

work party) was cIlled and the land was prepared. A message was sent to 

all the RH-lis that this was completed. Presently, the consensus among the
 

IHMs seems to be thii they do not wish to waste seed by planting iow 
becautlse tile tainiy seasoll is Over. They also expressed coticetit that anty 

crop they tnillttplant would be eatetn by coats beCaIuSO their fiel.d lies
 

unfenced in the middle of comnmurnal ,ra:i.l lands.
 

It app;iits tliait 
 lie field will now lie fallow for the season. This
 

maY breed teOtIt oltlol- ity,
elll1erit t liecotuotnttt ospvc iaIIyIthose who worked to
 

tvepa to tlhe fielId. It cou Id ciye the appearance that tile IlHMs are 
tn itito fi I tot I lk, coinmuii i t y effot s ott t hieit beha I f. If these 

coic Ius ions aicrtreached by ito cotmut itIy. the pi'ospect of a i Ii a be ilnc 

1o
to rrlt'd wor'k heI ll ls field itt tieo fit lt, becoios very dim. 

The iridvun _ explail iot tot i e delay in plow i tLtt ield was tlhit
 

Ito ltid b1ei Iy
t'e1qiilktIi bSeitllfron t Ito co1ihii i i tiilftlot' ut! pe'riods of 

lilt,to It 1 ll'tiad itct! to i i0 o I I otto I 111a1t It w Itcoveutlleil Iets. is is 

respotsitbi I it v to send woid th,iti a Iiliirma Mist be tOi'tOd . bittIo Was 
in t, i 0o do
aWay Illtd b this. WllttIto i'ttiiittd. he had gi ven the ritatter 

his ott et ion.
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B. 	 Community Approval of RIDI Support 

The field test ewatLuai t ion survey revealed that 79. 7" theof people 
interviewed approved of the community giving support to the RH,%ls for 
their" work, while . 7"' disapproved, and 10.97, were uncertain. There was 
no significant 'e liat i onship found between approval of support and the 
perceived useful ness the visit, theof RHM when last RHM visit occurred 
or desire for more frequent RHM visits. 

The respondents were asked why Rttbs should receive community support. 
Table 14 summarizes the responses to this question. 

TABLE 	 14 

SUMMARY OF RESPONSES: REASONS FOR COMMUNITY SUPPORT 

Reasons for support 	 Number Percent 

I .	 RHM is helpful; provides services 29 45.,3 

2. 	 It will be the chief's elders'
 
dec ision 
 9 14.0
 

,. There is no decision vet 4 6.3
 
4. 	 It is up to the community 4 6.3 

5. 	 Other: yes 7 10.9 

6. 	 Other: no 4 6.3 

7. 	 Not appl icab le/no answer 7 10.9 
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When tile responses indicating theitRIII is helpful re added with tile 
"other: yes" catezo..y it appears that slight ly over half' of tile saijlpte 
cited itfactor rela ting to HIHMperormance as tiltreason why tile lIt
 
should receive support. In a 
similar manner, when tile answers relating
 
to a 
 "chief's 'elders' decision" are aggregated with tile "community" and 
"no" decision yet" catagoties, a 26" proportion results. This tendency
 
to leave the decision to 
 the larger community and it's leadership was to 
appear aga in in relation to futu,,re RHl community support. 

When R.HIMs were tasked it'they felt that the community was in favor ef 
g iving them any form of support, six of them said yes, tile community 
would be in favor of supporting them because they do itgood job. Tile two 
who said the commtnity did not approve cited the fact that the RIls were 
considered government workers. In both cases the fact that tile community 
had not plowed the field was listed as the basis for this attitude.
 

The Ntondo: i lHMs appeair to be considerably more optimistic about 
commnity suppo't than the national sample sur-veyed in 1984. In the 
national survey 50 (n - 31) of the lilOs said the community would be 
wi linig to provide in-kind support. 

C. In-kind )onat ions 

When tile il.Ms were asked whether they had received any in-kind 
donations, during tie field test, 4 reported they had received
 
donations. It is interesting to 
note that aill 4 Ils reporting in-kind 
dontions live anadwork either adjacent to (utnder 10 minutes walk) or 
nearby O(-,',0 walkI)te cit kitalI. IlMMs living farmintltes hief's Those 

from the chief's kraal (-reater than 
 30 minutes walk) had received no
 
in-kind doitat iotns. This is understandable cosidering that all coammunity
 
directives originite from the chief's kraal. 
aid hoomesteads in proximity 
to the kriaaI miglt be more responsive to the chief's edicts than those 
haomalesteads ,at ia 'erater distieo 

Tie survey populIation was asked 
if they lad given ti'e RHM any in-kind
 
donations, and 23' of tle htomesteads indicated 
that they htad given some
 
form of in-kind dona tiot 
 to the RHM in the last six months. When these 
responses were analysed by individual RHM, seven of the kight were
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reported to have received gifts. 
 In this samlple, theIV was no 

relationship round between in-kind donat ions and distance from t he 
chief's kraal. The inconsistency between this response and the RHMIs 
response to the question of iecei ving in-kind donations was explained 
when tihe type of donation was examined. Tire most commonly listed gift 
was "ordinary food" indicating thit the RI.I wis given tood to eat dur'ing 

the course ot hor visit. According to informants this is not really a 
donation: it's providing hospitality. Ur in-kind dora tion wonld be 
something that is taken home by the recipient. In this light,it appears 

that the RI.Ms don't consider these gifts of food to be in-kind 

donat ions. 

The nature of in-kind donations was discussed in detail with 

informarts, and they explaiied that gifts are given to a rion-community 

member who comes front far away to visit. Someone who deliv'ers services 
and comes from outside time cotmnity such as artHealth Assi.stant or" 

agricultura I extension worker are typica I recipients of it-k irid 
donations. By deli vering services comparable to these government workers 

the 1111Iis already cast -issomethin unique within the community. Iii 

fact, by asking people to give the lH. s in-kind donations, it could 

croatc atrole conflict with their status as community members. 

I). Agricultural Labor Support Scheme 

When asked if they were aware of the ctminniri y s agricultural support
 

scheme, 30.1" of' the respondents said yes. Mhen analysed by distance
 

from tile chief's krital there was a slight inverse relationship between 

arwarerness of tire support scheme and distance from the kra I. However,
 

evenl riilorig adjarcernt the criaef!s lirl,I awar reniess did not
honmestecads to 


exceed jO. This low tate of awdrr'ericSs may be iccounrted for by the fact
 
that the commun ity members had iot yet been asked to actullIy work in
 

tire field.
 

People surveyed were also asked if they or iny member of their 
homestead would contribute labor to the R1HIsupport scheme. Fifty-six 

percent of the respondents indicated they would be willing to contribute 
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d ricLi Ic urk. I,iIher.Iil 111 21 I 0i i i ,, :111 i" a I, ed by the 

chief. Com ined. these pe l'k l L'e ot I. to 1" dhik'h iN consistent 

wi the o'O' spondeits who ippro\'e of C'omnalt 'Y slipport forIls 

Stmr'\'y respolidolt. o.ele asked why theY woulId o1r would Iot cont iibute 

labor for the RIIs bolet' it . TIe anlllswleS ar1e Stl1lllariized by Table1 . 

TAILE I I 

SUM.MARY OF RESPONSES TO QUESTION OF SUPPORTING RItM 
WIT1 CONTRIBVITE LAIIOR 

Response Number Percent au~e 

Yes: 
RII is hel I p lI . proy ides 
imprtant seriices 24 38.7 

The c omrrmn it ha s an obl iugation 
to repay RIHM 9 14.5 

The R.0 is overworked 6 9.7 

Because chief commands it 4 6.4 

Other 6 9.7 

No: 
PersoniI ci rctist Irtces do not 10 16.2 
permi t it 

Other 

Total 3 4.8 
02. 100.0 
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Table 15 shows that the community does perceive tile It is making 

important contributtions to tih commtunity. However, it is possible that 

such questions may elicit tie response perceived its desirable to tie 

it t erv iewer. 

IlI an attempt to elicit the ItPs candid Opinions Of' tile validity of 

the proposed support scheme, they, were asked to detail its advantages 

and disadvantages . Six of the Rttis saw the potential of sellin their 

portion of tie harvest as advantageous, while two saw the crop as a good 

source of homestead food. Surprisingly. three Itli s looked forward to 

using, the crop to supplement the diets of" poor fain ilies within tile 

comIn it .t Viv' RIttls also saw the proposed community crop production as 

a vehicle to reinforce the importance of their work in 'he eyes of the 

community. 

Perceived disadvantages were more numerous. All but ote IlI. expressed 

cotcern that since tie designated fields were farrfrom any homestead the 

crop could eas.ily be stolen. Two RtH.Ms expressed the opinion th:t the 

community would not provide the labor. Logistic concerns such as lack of 

felciing, the distant location of the fidd, and tile lack of water were 

ment i oned. 

Two Il.s also commented that some communi ty members would be jealous 

of tleir recei ving a community produced crop. This potential for ill­

wi Il towards the RHM seems unavoidable with any form of comnunity 

support, but its potential psychological impact on the ItHM can not be 

igno red. 

Tie Itl, s were asked if tihey would be willing to contribute seeds in 

tile proposed support scheme, and all eight expressed a willingness, but 

cite quilified her answer by sa yingnsie could not aff'rord it. 

E. Future Compensation for tile RIM 

The eva I tat ion survey inc I uded a question about what ways the 

respondent felt t hIa t the community should compensate the RHls in the 

fut uire. Tile maority, 4" declined to offer a possible form of support, 

- 73 ­



but indica ted that the communityv and 'or' it s chie'f o elders would 
decide the matter. The current ly purposed labor support scheme was 

10+" 
mentioned by onlv of the respondents. This flr'eqtently expressed 
pr'eference to defer the support decision to the community leadership may
 
indicate that the crucial component to the sUccess or' failure of any 
community support scheme for lm,s lies with these leaders. 

The RI.Is wei' asked whether tihey felt the commiun ity would miake an 
effort to provide support for them after tile conclusion of tile field 
test. The werere four posit ivye answer's. ., ne gati\ye ones, and one stated 
she was unable to say. When asked to explain thei r answer, all four HMs 
who felt there would be future efforts indicated that this would happen 
because tile indvuina wits supportive. The thr'ee Rlls who predicted no 
fut'ure efforts would be made indicated that te community wits simply not 

interested in supporting them. 

F. AnotherlExample: the Mahlangatsha Experience 

Tile Mankavane Nurse Supervisor', who was involved in alI of the 
community organization efforts made in Ntondozi as part of the PRlICOR 
project field test became an enthusiastic proponent of" community support 
for Rt.ls. She translated her enthusiasm into action by taking the 
agriculturaIl labor support scheme to Mahlangatsha, another Inkhundia 
(traditional administrative district). The alil anbgatsha In!,hundla is 
comprised of six chieftaincys anJ headed by an administrative official, 
(indvuna .venkhtnudlIa). Twenty-three RHMs work within the district. The 
Nurse Suipervisor presented the suppor't scheme at an Inkhiundla meeting 
and the chiefs a r'eed that such i scheme to support the RIIs should be 
implemented in Malhangartsha . A lair'ge plot of' land was designated, and 
the indvuna vcrkhtndla, along with ie Mankayane Nurse Supervisor', 
arr'aied for tractor time to be donated by the localI rural development 
area (IRDA). When landthe was plowed the indvuna yenkhiundla donated 
manure, which was applied to the field. One of' the participating chief's 
donated a tin of bean seed to the project. All. of his preparation took 

place in January. 
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Theim ntI It of ita ly 110 fufIthelI-tOt III 1ido h c, the 

and i ld viii yoiliind I weVe ci II,'d .away t o pet I I lliii ,naiI 

respoinsibil it i es riltine to the upcominin coonat ion oi the Ciwn Prince 

in Api I'. Ar this w'iti i , the field has iiot beeni planted beciisetoi 

tiaditioai l leader his been i v i aili to cilI tile Ii I im ( t ad itliona I 

coluinitl 


vI s w rise,11; IIIse cIIi 's 

i t' work pail y ). 

In the case of Mah laatiiahtsil, the suppoit schemo was in it i i ted and 

act ivel enctinaced by a s I ni Ie i nd ivi dnai . It wa s event ila y hibtc'uht to 

a st and st i I by the sa me consi ia iiit that effocted Nt ondo: i namely tile 

physical abseince of the essential individuaIl, the t iaditionilIcmUlity 

leadei.
 

5.3.6 Summary
 

At the conclusion of the solution development phase, selection 

cii tet'ia fo the field test silt' were devloped witich included the 

existence of I heailth committee and a tliadit ional comiuityn leiadet, 

Ioca I ci Iin ic nurse id district Ni11r Se(I'pevisoir who were support i vo Of 

ie project cials. A sinle chieftaincy was identified which met these 

critelria. The field lost was lien conducted iii I, ei ilentified comrunnity 

ovet a p of ii..jnontlis.peit id 

Obiec t es of ie field test were twofold. Tile fitst wiis to tediiect 

IH11Mactivities by i infeo ciit Ietlk! specifitcly imiunkin :atioii andskilIs, 

ORT inftriat ion. Itnaddii ion. irowth nonioi ine was iitioduced and the s 

fieid test were tined eoUitpped petrfoirtmIti'1s it'; iid t0 ,lowtl inctiitoiig 

on tte toiuiest cad. The wecoid ebj,'ClIv wiws to piWlet comiiity biseid.1110nn 

ippoi cthomt, to 1I ls. T field l,ci I 01ViIJit i ia tkc decide tllttie 

llle l .ip rep li it'l l 'c t ,Vlll I h toeN, picpaiuiill e pilol. 

The fie I d I, It was iiit iatted ti ri l a Neii o f m ti lic's with
 

iladit ionil Ne11tnit0y Ioadt''s, a ,eiili ciruiity mieiet itil and i IwO day
 

r i rkili e lt t t IlIl- . Fo t1i, duir tio n of tilc. field te'st petriod 

1itY Ite m-'io red RiIedpot orllll mueolltV wit;i icci' il r ii , by 1 1 lleet i ies' i tI 

i10141'ilid 1it iev i ii 1sit, e, t,i i i iny at. l risowth i nii ii iite. To, ' 

, t ttsc o e oi i i id iost, of "i iih t ti i stlVoyeV tie study comimunityii 

a tid I fit i ow- iw i IhvI its. IRi1s .11d %' iltili It Iaders were1Y COndic ted. 
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1\. PlC Sk i I Is Comptiont t 

ThovaIat Iioln survey indicated that the imuni za tion status of 

Children in the field test community was consistent with national. 

aterages at the coniclusion of th field test. tlowovor a reforral slip 

used by RH.s and col locted at thie clinic cave the indication that there 

was gzood comp iiitnco by tothers wion t ie RtI roftrrod it chi ld to the 

clinic for immiuniztt ions. 

Survey results indicatod that the RIDI was the primary source of 

informa tiotn conicern i n ORT ini t ho commln ity. Of tho field test itreri 

respontdetrs. ,i- could ti\'e the corrt c t uoltIa for Ill illiltt sugt -stll 

solution to he used ini response to intfant diarrhita. This was it 
sintifricatnt imnproveentttt over tilt 21 who could gi ve the cutrent f'ottulit 

oila nat iontl sttivoy conducted in I",5. F ield test homesteads also had 

approximittely W " more oral rohydtat ion kits thanithose respondents ill 

tieo 0i flat ional survoy.
 

Tit introduct ion of growth monitoring into the sphere of IRM 

activities was well received by both the community and the RHiMs 

thenselves. In spite of i ttaini period on rowth monitoring which was 

later'uded its insufficient by the instructors, 7 of the S RtIMs proved 

to be proficient and accurate at weighinit infant:; on the homesteads and 

plotting otnthe rowth cartd. 

Tit. MOII complotod distribution of it now child tzrowth cat'd I mouth 

prior to the field tests inception. Field lost Rts woe ttilu-it to issue 

tol' iOW child growth cards 'ioti a ill tilt, oftad supply o d traitnitg 

session. ,,Among tihe ho 'etotds surveyed wit ih citi Id tnder 2. j ts (t
 

wete itt possossion ott the ttcw khild trowth card. This hi clt ct rd 

posse.s ion rile is most likely ltt'ibutlal I to tit atl\vity of the Ris. 

hollostIIads chi Id wis p oscttt . 7 i0f Ilk, (to whero 1 itow. c-otwtII cit td 

t0pot't Od t hiat t Itc hIM Ild we i t'hed tt i 1fitt1 Oil t Ilk htonest Cad. The 

OVOthto I ill it Illhjo i t y ( I of Ito so I',po t i at it Ihome we i oh i tng 

considered the sorvico useftul. Thu, it appilrs tit the field teost RIMs 

WOtY hot i pl of i c i ot tttd ii t 0 1Ct i vc itt ct ry itZ Ota'owt it tttott ito ti no ollt 

oil tItk' hon1s tod I o vo 
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BI. Czommunity Support Component 

The ield test communityvonsidered se'eral methods or p'epa mvent as 

it means reI sippo It in' the Ilols . i naic i a I co1lrt wereriLut i es 

immediatelv ruled out by commuznity members because of a lack of 

disposable incomo. In-kind donations were considered. 'ut the community 
did not see this as a satisfactory aEvalunat sire'ey resultsanswer. ion 

indicated that there was a potential for social role contflicts with this 

method because in-kind donations are not neneraIIy oi'en to tolow 

comlnini i ty members. 

Exventuilly. a plan was devised where commuinalI land was designated and 
the community proposed to provide all the Iabor inputs towards ploducin,­
a crop for the Rits. Materi al inputs such as seed were to be provided by 

the RitHs. Tile community a,-reed that tiltRIlls could sell the resu lting 

crop and thus receive fianeCi Ilsupport indirectly. 

This support Plan did not achieve fruit ion. Tile desi-nated land was 
prepared by commnItl I la boir !lte it]the 'Trowilrzg season and tile Rlils were 

not inclined to invest seed in the project. Other considiuit-ions such as 

lack of fene irti to protect tle crop froni razingt illnil Inade thenii 

reluctant to invest inputs. 

The traditional community lcader 
(ind vuna iiitihe case of the field 

t.st I is tIle otile IC1,10oizwho hI lieo tut hori Iv to cal I o people to 

di ioe 

',lpport slieni. Thi j i vidliwi al>, ., m.iny rspetiibilitivs to 

i I I o tt ,I i oui piiit :111t11period fot 

pi t'oI ciV LIIlt . si hCI is tie preparaition of ind o I t Ilk Mt 

t'lI bo li oct I rd 1.' I I, 0 j .. i p 

'lll . w wIy l oi l II tI' i . li,, ownIIlL, ftli,illdvtiiill '0lllllllliillf ill ti 

1,1 1 ontilI C i %I" r -,pol, ibi I it e,. . [lhi, .1 i iLlo h.l'e 

,o 'ibute, "-i L i i l,1i1 Of tie p i lot -,uppoil ,, r Iv"t o tliot i 11hi0iut 

It I"iol d iOted tha 1 it,tito iI oont itv eyIder'sI ill hi0ie the r Iomtnt 

li? o1illl ol I i!'et t,i i tIl, pre'tJ lI 'I osll [b,IIf- iell.ade For t lie,I I Ior i,orlt'd to 


oothlt i Oi l t )w I l alri , oit, PlInco. Thuii. tlilt i,,IiW d llild, ate not
 

lcv tO Ilk' l' icd ,ii hil) if) ftuliie s iS
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EvaIluation sur'vey results ar'e encou'ging :1owev'. 
 Ov0ir 7)- of' those
 

interv iewed approved of community support for RHMs. and 75-' of tlie RH.s 
Saw the community as wi llin to support them. Over" O" of t he 
r'espondent s indicated they would will inly dohate iaari cult ural labor 

t ow¢a rds support inaithe RH,. 

Approximately hIalt of the people suveyed about future compensattion 
tor tie RII1 indicated that it would be up to the community' or" 
traditionlal leaders to decide. This response indica tes a will ininiess on 
the paIIt of t Il' commn 1nity mniebers to leave decisi a., detininni civic 

d es ot let rad it n I,I Iedor',.It con Id ,Iso be iiifeii'ed t hiit t hey 
won ld perfo11,1 Ia deli i ted tlhose Haif oftIeI ks by leders. I tlie RIMs 

indicated tlhat elt would be to theiithey t here futurte efforts support 
because the iridvuira (traditional community Ieader I want ed tiei to 

receive communiiity compensation. All these t'itdinrigs indicate that it 
community based support scheme ini the field areatest may yet be 

completely actalikied. 

C. IIM Petormiance
 

Var'ious apsects of tire ilHMs performance were investigated as part of 
the evaluation suivey. Findinis indicated that tire field test area RtHMs
 

were inakin visits in intervals consistent with their job description. 

Survey respondents indicat ed the RHMs visit was iseful iniO of tire 
cases., When asked about the per'ceived litiIity. ,0 of the respondent.s 
meniotted tire RlMs cirativye furnctions as being usefunl. 

No shirft of IM act ivities wliasperceived by, tie community after' the 

refresher coulrse err PlC sk iIIs was given t o tIre R1Ms. Ilowever'. six of 

tIhe ei litIlMs repored that since tie field tests inceptionImore people 

were comirim tt tliei for' issistaice wit hi pr'ob leis concern iig child 

heal tIi. TIrs observa t ior suggest s that the imtpa ct of tIre refresher 

CoUrse mtay have been to broaden tire coinnityri per'ception of' tie RHls 

role in rel ation to childrens health. 
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Job satisfaction questions revealed that RH,Is are gratified by having 
people respond to their teachings, and appreciate tile opportunity to 
learn new thing!;. However, half of the RHIs indicated that their 
husbands objected to their work as an RHM. 

7. ­



6. CONCLUSIONS AND RECOMMENDATIONS 

The redirection of RHMl activities was successful to the extent that 
childrens health preblems were more frequently referred to the RHM at 
the field tests conclusion. The introduct ion of growth mon itoring on the 
homesteads by RHMs was very well received. The researcher would make the 
following recommendations concerning the redirection of RHM activities. 

Curriculum :.K-ould be developed to introduce the theory and 

practice 	 of growth monitoring to RHMs. This curriculum 

should include: 

t. 	 Tra - i,tion of the newly released "Swaziland Child 

Nutricion Guidelines" into SiSwati for use by the 

RHMs. Separate liyers of the chart "When i Child Does 

Not Grow Well" should be prepared in SiSwati to be 

used as a source of reference for age specific 

appropriate nutritional messages to be given in 

response to faltering growth (see appendix 4). 

b. 	 Editing and translation of other recently developed 

materials such as "Key Results of the Swaziland 

National Nutrition Status Survey" and "How to Use the 
Child Health Card" into SiSwat i to make them 

appropriate for additional training and inservice 

materials. 

2. 	 Develop protocols specifically for RHM use in growth 

monitoring . These should inc lude criteria for assessing 

whether a child with faltering growth should be referred for 

further assessment and treatment, and clearly del ine ited 

referral sites such as the local clinic or regional 

hospi tal. 



A tra ining course should he offered to currently praCtik ing 

RHI-Ms using the curriculum developed to introduce growt h 

monitoring. This should be no less than a .1 day intensi ye 

course inc Iudinz: 

it. 	 A prac.rical focus with repetition in sequence of tie 
skills involved in growth monitoring by individual 

RMs. 

b. 	 Stress should be placed on the interdepenrdence of all 
the steps to arwlii monitoring, i e. ecorids ae of 

little use without weights, weights are of little use 
without a record and it complete record is of no value 

until the mother knows what it means and what actions 

she can take to improve growth. 

C. 	 The local rural clinic nurse should be recruited and 
actively involved in these training sessions. 

d. 	 Portable haneing scales and it suppl y of' child arowth 
cards should be issued to the RHls at the conclusion 

of the course. 

The growth monitoring training for RHMs should be followed 

tip by: 

it. 	 The local rural clinic nurse invol[ved ill the train ing 
should provide supeivision of proficiency when RItMs 
perfurm growth mioiiloiinru ini the clinic. She could 

then offer add it iona I i ist mution aind further 
supervised practce tailored to the individual IuM's 

needs. 

b. 	 Semi-anntial in-service sessions should he held to 

reinforce previously presented materiil and introduce 

additiona l nutritional messages. 
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5. RHl in-service training schedules should be revised so as to 

emphasize the PHC skill s of imnmuni-at ions and ORT. 

The field test community designed it method of supporting the IIHM 
which involved tihe donation of communil land and aigricultural labor 
inputs to produce a crop for the RHMs . Material inputs such as seed were 
to be provided by tie R Ms. The community agreed the Rl.s could sell the 
resulting crop. This latter option would thus provide an indirect form 

of finianciala support from the community. 

This scheme did not reach fruition during the time the field test: was 
being conducted. The designated land was not preparied for planting until 
very late in the plIanating period and as a result the RMs appeared to be 
unwilling to cont ribute seed. The field was not prepared in a timely 
manner because tie traditionalI conmunity leader wits away performing his 
own nationalI civic obligations during the period in question. This 

individual's edict appears to be an component to theessential community 

organizingrto perform civic responsibilities. 

In light Li' the field test experience, the researcher recommends the 
following actions be taken to encourage community participation and 

support for the R.Ms: 

I. 	 Future efforts should not actively promote in-kind or in­

cash contributions by individuall homesteads as the sole 

basis of commuity support for RIMs. The field test 
community cerera'I ly approved of the concept of conmunity 

stpport for IPl1s. They were however, reticent to accomplish 
this by 11IeiliSof in-lkind or in-cash donations. 

2. 	 In the light of RII responses to the quest ion of job 
sat isfact ion. it appears that a substantial number of' the 

RUMs' liir anids object to their work. Civ en this finrding. 
greater effoilts shiotildLmide make spouses more aware of'he to 

RI-I ict i'il t e and contr'ibtions to the comrn iry. This 

coulId be done by involvin g spouses in train irg ;int] ii:­



seo'vicc '.,.sions , as wol I as ,oimiiIi tv meet i trI, wlIchr deI l 

with the RII0 pll' oepresent.tives could play an active role 

in accomplishing thi 

Trad it i oni I commtn it, leaders were identified ias pivotal 
individtals in any community. based effort to susta in the 

R I.s. 11otII qn titativo and qill i at i'e resuIts point 

strongly to te necesssity of rot merelyIappro'val but active 

pa rt icipat ion in any support l1te by theseIIM sche 

ind ividua.Is 

Given that their par'ticipation is essentii, I the r'ecommnded cor'se 

Af action wo ld be to hold semin rs for traditional comnn ity loder's to 

sensit ie them to the contribu t ions an RHM rakes to the cottmrun ity, het 
'ole in the delivery of primartv health caroe, and the need for comunlllnity 

involvemont to facilita it and maximize that role. Those sominat's could 

ie orgaized sopor'ately or in conjunction with other devel opment 

1r'ioertiation stmin i-s fo' trtaditionil leador':i. Otnly af'ter such seminar's 
ita'vebeen ho ld should 
 further efforts to establish community based 

tlpport schemes be pr'sued. 



7. ADMINISTRATIVE
 

There were a rumber' of changes in staffing on this project over its 

two year duration. Maggie Makhubu one of the twvo or'iginal co­

inivesticators was premoted to Chief Nr'.-,ing Oit't'icer shortly after the 

projects inception. Tile responsibilities of her new position milde it 

necessariy for Ili- to resign frtom tile PRI COR proj'ct, but she contiiued 

to be involved is a decision maker and administrator. Bertha l)lamini 

Vilakati replaced Maggie Mdlakhubu as co-investigator. 

At the end of tile solution development phase Cathy Connol-Iy, the 
other co-invest ilator was to leave the pr'oject. Her rep[acement was 

Laurie lunn. 

luring the course of the project, timely input and assistance on an 

administ rative level was received from Edith Ntiwane, Matr'on of Public 

lealth and Sister Elisabeth Tentoleni Mndzebele, Coordinator of tile RHM 

program. On the local level , Nurse Super'visor Thandie Nxtmralo was of 

gr'eart assistance in conducting tihe field test. Staff Nurse Beatrice 

l)lamini and Blea Ith Ass i stant Fl'reder' i ck Mzima also assisted in 

implementing the field test phase. 

The Social Science Resear'ch PUnit of the University of Swazil.and 

conducted this project in col labor'ation with the Mlinistry of Health. 

Tie Swaziland PRI COR pr'oject was completely funded by PRICOR, thr'ough 
tire Crw ir for' Human Yer'vices under its Cooper'aI i ve Agreemenrt 

N .A 11)'I).SPE- iQ20-A- 1041-00 wi t Ii tire US Agency for' it e r'1a t i orra I 
ievelopment . A total of D1,224 hmi larrigerri (4O,O(W IS dol lar's I was 

rece ived. Tie est ima t ed total cost for the comIp let i on of the pr'ojeet is 
401.600 EIimi lat ani. The project crne inr under brdget because the value of 

ltr I'S dollar' in relIatior to the 'lrialigrlle i doubled ovor rie cour'se of' 

the projecl. 
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Appendix I 

EXISTING .joyDESCRIPTI ON FOR RURAL HEALTH MOTI 'ATORS 

Identify and solve problems in the community 

2. 	 Motiivate. teach. oreanizoe and follow-up the community 

3. 	 Teach, motirate and assist in maternal and child health 

4. 	 Motivxate, assist and refer for f,W ily plannir­

i. 	 Assist in emerraency home deliveries 

t 	 Teach. motivate and assist the community in aricultute, home 

econom ics and nutr it ion 

7. 	 Teach, mot ixiate, assist irid or,_ianize the community to promote 

2n' rioment a l san i tat ion
 

. [dentify, teach. prevent and refer communicable diseases
 

o. 	 Identify, teach, prevent and refer mental illness 

10. 	 Teach and promot e Inen tal I heal th 

11 . Promote adult literacy 

12. Promote comnunity participation in community development 

13. 	 Identify resources and collaborate with extension workers. 

Appendix 2 

ENVIRONMENTAL FACTORS 

> 
O-t O. H 0 4 

4- E 0 0 1;:
I, GEOGRAP IC!I1)EMOGRA PH IC 0 0 r 0 

climate topozraphy x
 
spatial distrib ution of x x
 

populat ion 

arue d istribut ion 	 x x x 

housethold size 
 x x x 

I 1I-;Nl-:RAL INHIASTRI'CTRI; 

cotnntrr i la t i on s.st emos
 
(physical,"social) X
 

trinsportat ion patterns 	 x x x x 
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r- 4- V- Ili 

III.HEALTH STATUS FACTORS 

mortal ity/morbidity 

S0 x0~ 

x x 

L, 

x 

nutritional status x x x 

frequency and severity 
of sickness episodes 

x x x 

IV. CULTURAL IACTORS 

religious/folk beliefs 
relation to health 

in 
x x 

role/utilization of 
traditional healers x x 

attitudes toward authority/ 
government 

x 

a'titudes toward participation 
in unfamiliar activities 

x x x 

pref, ::cs for different 
types . lealth services 
(drug vs preventive; physician 
vs auxiI iilry, contemporary vs 
t rad it i ona L 

x x x 

willingness to 
trained CHWS 

pay for modestly 

V. SOCIAL FACTORS 

colntlln i tat ian factors 

toIe0 of women and children in 
hoI t',in produc tion, illheilth x 

x 

Iribatll rtri life Styles x x 

Popul at ionis iia tralsit ion x 

ed c t ioni I levels 

c tCOCpt .- of pl'opel' 
property izhts 

" tilld 

x x x 

x 

soc a I otizat 
communl ity 

iza ioitof' he 

I leilcy levels x x 



C wa 

VI. ECONOMlC F"ACTORS 

E 

> 

income distribut ion: rural urban 

peronal expenditu e ftor 

Occuipa t i ona I pat t eL'lls 

hea Ilth 

1 
econloriic iltetdepenldenc iies 

t'initcin 
Socurity 

pitterlns: social 
x x 

spatial and social 
of resources 

distl'ibution 

vailue of 
t'elition 

percei ved henetits 
to per'ceived costs 

in x x 

incole per capita x 

total commun i ty resources x 

seasona Ii ty 

wi [I ingness 
Setv i CeS 

of 

to 

product ion 

pay fol preventivi' I 
x 

VI I HEALTIt Sl.CTOIR ORGANIZAT[ON 

publ ic vs private x x 

degree of control overl health sector 
Oc 0110111yN 

protess i ot l O'r ili tir Oils: settor x 

x 

x 

ntalkitii! roles 

at itudes towartd PftC and tL2" x x x 

facilities: locations t services x x 

conten t of P1C heaIlth sei-vices x 

typos of ploiders 
individuals) 

(ori'an iizat i Otis, 
x x 

utilization of 
commodities 

health services and x x 

costs of thealth 
commodit ies 

services and x x 
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H .1d 

4-, E 
C) 

\VI II. POLITICAL OR 
BUREAUCIRAT IC 

AIDMINISTRATIVEi/' 
F*ACTORS0 O== r x0 

role of overnment x 

economic. distribution policies x x 

social development priorities 

cent ralI izati on/deceCltr1alIi:ation 
ba .kn ce x 

p haning/dec i sion processes x 

articulation of heatlth policy x 

administrative 
developmentx 

systems -- stage ofx 

state of planning and management 
processes 

managerial roles and inc--,bencies x 

intersectorial co-odination x 

patte,'ns of government 
and community spending 

spending 
x 

exter-nal donor financing 

patterns ad roes of community 

Leadership 

alternative claims of' productive 
resources of tile comlmunlityvx 
(priority k-iven social devel vs 
economic or defence) 

x 

political 
provision 

expectations regarding 
of heilth services 

x x x 

constraints placed by donor agencies x x 

connltrli tyorill iiaton s 
involved in Ct1o procvai 
and support 

that calll be 
development x 

functions of tile communityas recipient
of services vs padticipnt/conctibuto x 
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Appendix 3 

ENVIRONMEINTAL FACTORS t 4,1. 

I. GEOGRAPHIC/DEMOGRAPHIC 0 

cl imate/topography x 

spatial distribution 
populat ion 

of 

age distribution x 

household size x 

I I. GENERAL IINFRASTRUCTURE 

Communication systems 
(physical/'soc ial) 

transportat ion pat terns x x 

III. HEALTH STATUS FACTORS 

mortal ity,morbidity x x 

nutritional status x 

frequency and severity 
of sickness episodes 

IV. CULTURAL [ACTORS 

religious folk beliefs 
rel'ation to health 

in 
x 

role/uitilization of 
traditional healers x 

attitudes 
government 

toward authority/ x x x x x 

attitudes toward participation 
in unfamiliar activities 

x x 

preferences for different 
types of health services 
(drug vs preventive; physician 
vs auxiliary, contemporary vs 
traditional ) 

willingness to pity for modestly 
trained CIIWs 

x 

X 
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V. SOCIAL FACTORS 	 E -4 

• 4 J 0 	 0 

Commun i t"r i an tict ors 	 x
 

role .of women ad children in x
 
home, in production, in health
 

educational levels
 

urbatnr'rrrall life styles x
 

popular ions in transit ion x x
 

x
 

concepts of property and 
property rights x
 

social organization of the x
 
community 

literacy levels 	 x
 

VI. 	EC( IMIC FACTORS
 

income distribution: rural/urban x
 

personal expenditure for health x
 

occupational patterns x
 

economic interdependencies x
 

financing patterns: social
 
security
 

spatial and social distribution 
of, resources. 

value of perceived benefits in x x x
 
relation to perceived costs
 

income per capita x
 

total commurity resources x
 

seasonal itY of production x x x x x
 

willingness to pay for preventive x x x X
 
services
 

VII . HEALTH SECTOR ORGANIZATION
 

public vs private x
 

degree of control over health sector
 
economy
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professioi.al organizations: 
making roles 

sector x 

attitudes toward PHC and CHW x 

facilities: locations & services x x x x x 

content of PHC health services 

types of providers (organizations, 

individuals) 

utilization of 
commodities, 

health services and 

costs of health 
ccrrncdities 

services and 
x 

VII.POLITICAL OR ADMINISTHATIVE/ 

BUREAUCRATIC FACTORS 

role of government x 

economic distribution policies x 

social development priorities x 

centraliz'ation/decentralization 

balance 
-

planning/decision processes x 

articulation of health policy x 

administrative systems 
dcvelopment 

-- stage of 

state of planning and management 
processes 

managerial roles and incumbencies x 

intersectorial co-ordination x 

patterns of government spending 
and community spending 

x 

external donor financing x 

patterns and roles of community 
leadership 

alternative claims of productive 
resources uf the community 
(priority given social devel vs 
economic or defence) 

x 
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01 
4J) 

C 
E 

V 
H 7. 

4 

inove4nChpoga dvlpmn
political expectations regarding 
provision of health servicesX rndsupo4 

x 
X 

x 
X 

x 
X .- ( x 

x 

constraints placed by donor agencies x 

community organizations that can be 
involved in CHW program development 
and support 

X X X X X 

functions of the community as recipient 
of services vs participant/contributor 

X x x x 
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Appendix 4
 

RO SH S V WCCRlOMMENbATION 

0 to 3 N) i.q]t L;iiNi lfrisGfea.il 3 ti r,i-c' mor,, every day 
MonthS for One IMlont; 

No V'rrijiht G In 
for Two Month!, 

M t t (it ',h(Alld it 
of hm.(t*,er da,, 

1I,llio)al ti 10,h1. 

4 to 6 
Months 

No W I.VelhtGain 
Io On,. Month 

F'ved Child ont cup of nelrgyrich porridfge 
thret trimnes a d;" and hfoa!tI,-

No Weight Gain Feed child one ctupof enehrgy rich p(rrdg .,'" 
for Two Months five tines a day and Continui' to ureastfeed 

7 to 12 No Wn.q frit G, A, alov,. ndant iio,'.th ,u ntl fordil twvira 
Months for Cne Miinihi a diy and hlw f-I' 

NotWvl!;?1tGam1 Szim, ). abo- an,}l|d .,Ic{,n,i( t, ,.t / .L"J 

ho, Two Moiilh 4 

13 to 24 No Weight Gain Feedt adult food five trneS! a day 
Months forOne Month Keep breastfeednq 

No Weight Gain Increase variety of food% Give ch(ilthin 5s 
for Two Month, tie fikes 

2 4 Months No Weight Gain Child should eat hall as much food 
and Older for One Months as his father. 

No Weight Gain Child should be encouraged to eat 
for Two Months with other children. 
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